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Abstract 
Data from the 2000 Census estimated that I % of the United States is living in a self-identified 
same-sex relationship; 564,743 committed gay couples. The previously defined "hidden 
minority" (Fassinger, 1991, p. 157) is more evident than in the past. In fact, there are many 
social and political issues involving sexual minorities. Since 2004, when Massachusetts became 
the first U.S. state to approve gay marriage, several other states have also approved marriage for 
same-sex couples. These political movements, although promising for the Lesbian, Gay, 
Bisexual, and Transgender (LGBT) community, produce stress. LGBT individuals are 
susceptible to frequent experiences of discrimination producing mental and subsequent physical 
health concerns (Chida & Harner, 2008; Meyer, 2003). This study investigated the stress 
response in 82 gay men as they were confronted with experiences of heterosexism. These data 
were gathered using biofeedback equipment measuring skin conductance, heart rate, and body 
temperature. Moderating variables included gay identity development, internalized heterosexism, 
and self esteem. This study modeled previous studies of racism that measured the stress 
response system of ethnic minorities when confronted by racism and prejudice (Utsey, 
Ponterotto & Porter, 2008). Findings suggested that level of self-esteem is a significant predictor 
for the stress response activation. Gay identity development and internalized heterosexism 
yielded significant relationships, but not directly with the stress response. This study found 
significant relationships among self-esteem, internalized heterosexism, and gay identity 
development. These findings provide a biopsychosocial model to provide insight into a gay 
male's mental and physical health. 
I 
Experiences of the White Gay Male: An Investigation of the Relationship between Factors of 
Being Gay, Heterosexism, and the Stress Response System 

CHAPTER I 

INTRODUCTION 
The Lesbian, Gay, Bisexual, and Transgender (LGBT) community disproportionately 
suffers from a host of mental and physical health issues. With a growing body of literature 
connecting physical and mental health, this study investigated the stress response of gay men 
as they encountered experiences of heterosexism. The history of stigmatization and 
criminalization for homosexual behaviors may place individuals identifying as LGBT at a 
higher risk for physical and psychological trauma. This study evaluated the connection 
between the physiological reaction to experiences of stress and a gay male's psychological 
resilience to these experiences. 
Statement of the Problem 
Research has shown that individuals report higher levels of stress as a result of 
discrimination. Minority identity development can impact how an individual reacts when 
confronted by experiences of discrimination, psychologically and physically (Utsey, 
Ponterotto & Porter, 2(08). LGBT individuals are susceptible to frequent experiences of 
discrimination, producing mental and subsequent physical health concerns (Chida & Harner, 
2008; Meyer, 2(03). This study attempted to identify the most cornmon experiences of 
distress for the LGBT community, and measured the physiological stress response as gay 
men were exposed to experiences of heterosexism. 
This study explored the emotional triggers (e.g., acts of bias, viewing an act of 
heterosexism, or past experiences of emotional distress) that elicit a stress response in gay 
men, many of which may remain at the unconscious level. In addition, this study examined 
2 
the relationships among the level of internalized heterosexism, gay identity development, and 
I 

I 

I self-esteem with the physiological stress response, and the gay male experience as he 
encountered cumulative and acute acts of heterosexism. The developmental achievement of 
a gay male's sexual identity provides considerable implications for conceptualizing gay 
I clients. These factors (i.e., experiences of heterosexism, internalized heterosexism, gay 
I 
I identity, and self-esteem) were believed to be significantly related to the stress response 
system, and build upon the previous work investigating the LGBT experience ofJ 
t heterosexism. Contributing empirical evidence to the LGBT literature, this study included a 
1 
I physiological measure to better understand the effect that heterosexism has on gay males, and 
! 
1 
the most prominent factors of resilience. 
1 
I A Brief LGBT History 
I Researchers today continue to cite the Kinsey Report that Alfred Kinsey and his 
1 
I colleagues published in 1948 and 1953. These studies introduced American society toI 
I divergent notions of sexuality and sexual activity. These studies, as well as more recent i j 
research, concluded that sexual minorities accounted for 10-15% of the overall population 
1 (Kinsey, 1948, 1953; Fassinger, 1991). The Kinsey Reports initiated the interest in Queer 
I theory in the hard and soft sciences. 
1 Drescher (2008, pA50) reported that, in 1972, "Dr. H. Anonymous" attended the 
j American Psychiatric Association's (APA) annual meeting and disclosed his personal j 
experience as a gay psychiatrist. He urged the APA to remove homosexuality from the I 
DSM-II. In December 1973, the APA's Board of Trustees removed homosexuality from the 
I DSM-II. Historically and socially, such landmark activism for change and equality can be 
1 
i 

! 
I 
j 
1 

3 
seen as a significant contribution to LGBT history. Other events include the Stonewall Riots 
(1969) in New York and Harvey Milk's assassination (1978) in San Francisco, California. 
There have also been critical court rulings that have advanced the LGBT movement. 
The case of Bowers v. Hardwick (478 U.S. 186, 1986) brought attention to same-sex sexual 
activity. In 1982, Mr. Hardwick was arrested at his house for engaging in consensual oral 
sex with another man. After years of state and federal rulings and appeals, Mr. Hardwick 
was found guilty for acting against one statute of Georgia. In 1986, the U.S. Supreme court 
upheld this decision, ruling that it was constitutional for a state to prohibit sodomy. In 
supporting their decision, they stated that gay sex did not involve procreation and that the 
right to privacy did not supersede these acts of homosexuality (Bowers v. Hardwick, 478 U.S. 
186, 1986). Seven years later, the court ruling was reversed. In 2003, the Lawrence decision 
(539 U.S. 558, 2003) ruled that any laws that prohibited sodomy were unconstitutional, based 
on the government's involvement in consensual adult sex and due process (Lawrence v. 
Texas (02-102) 539 U.S. 558, 2(03). 
These pivotal moments in history have advanced the rights of the LGBT population. 
In addition to unique LGBT stressors (which are addressed throughout this manuscript), the 
global population is vulnerable to many experiences of stress. For example, in today's 
economic climate (2008-2010), no individual can escape the stressors of an international 
economic recession. However, sexual minorities have dealt with this stressor amidst a 
plethora of gay-specific stressors, including heterosexism, acts of homophobia, level of 
outness within the work environment, the right to adopt and/or marry, and verbal and 
physical assault (Herek, 2004; Meyer, 1995; Meyer, 2003). Literature has shown that 
resiliency and coping styles protect individuals from psychological and physical distress 
4 
(Savin-Williams,2008). Coping mechanisms provide individuals with a line of defense 
against physical or emotional harm. Resilience may be what protects individuals from the 
impact of stressors. It seems that LGBT individuals with healthier coping skills would be 
less vulnerable to psychological and physiological stress. 
Background 
The previously defined "hidden minority" (Fassinger, 1991, p. 157) is more apparent 
today, when compared to the past. In fact, there are many social and political issues that 
currently involve the discussion of sexual minorities (e.g., gay marriage and Don't Ask, 
Don't Tell). Since 2004, when Massachusetts became the first state in the United States to 
approve gay marriage, several other states have also approved marriage for same-sex couples. 
These states include Iowa, Vermont, New Hampshire, Connecticut, and Maine (Godoy, 
2009). At this writing, there are legislative movements to both veto and approve gay 
marriage. 
Data from the 2000 Census estimated that 1 % of the United States is living in a self­
identified same-sex relationship, reporting 564,743 committed gay couples (U.S. Census 
Bureau, 2008). These data were gathered by analyzing questions related to the sex of the 
head of household and "unmarried partners" (U.S. Census Bureau, 2008). This notion (Le., 
how to interpret and collect these data for gay partners, since it was only in 2004 that gay 
marriage was legalized in Massachusetts) has been addressed through the U.S. Census 
Bureau in order to capture the most accurate data of same-sex couples (O'Connell & Lofquist, 
2009). Meta-analyses, and the methods used to conduct such analyses, attempt to provide 
the most accurate data, postliminary. 
5 
Between 2003-2009, the United States Federal Bureau of Investigation Department of 
Justice reported that 15% of reported hate crimes were against sexual minorities. Sexual 
minorities share similar experiences with other minority groups-prejudice, political 
disenfranchisement, and acts of bias. Some of the unique sources of stigma for sexual 
minorities comes from certain religious sectors (e.g., ordination) (Balkin, Schlosser, & Levitt, 
2009; Olson, Cadge & Harrison, 2006), vocational limitations (e.g., military-Don't Ask, 
Don't Tell) (Knapp, 2008; Embrick, Walther & Wickens, 2007), right to have a family (e.g., 
adoption, marriage) (Lobaugh, Clements, Averill & Olguin, 2006), and medical care (e.g., 
ambulance transport, visiting rights) (Adams & McCreanor, 2008). At risk of encountering 
such experiences, the LGBT community is vulnerable to such stressors. 
Issues of discrimination and heterosexist attitudes can lead to anti-gay violence. The 
Office of the Surgeon General (OSG) reported that 80% of gay men and lesbians had 
experienced verbal or physical harassment on the basis of their sexual orientation, 45 % had 
been threatened with violence, and 17 % had experienced a physical attack (Office of the 
Surgeon General). Another common experience among the LGBT community is bullying 
(Espelage & Swearer, 2008). In 2002, the National Mental Health Association (NMHA) 
reported that 78% of adolescents who identified as LGBT, or were thought to be LGBT, 
reported having been bullied. These bullying experiences have potential mental health 
implications as the LGBT individual continues to experience discrimination, or to recall 
previous acts. Bullying experiences increase stress levels, which may place the LGBT 
population at higher risk when compared to heterosexuals who are not targeted as victims of 
bullying. Overall, when compared to their heterosexual counterparts, the LGBT individuals 
6 
have shown higher rates of anxiety, mood disorders, substance use, and eating disorders 
(Meyer, Dietrich & Schwartz, 2008). 
There is also evidence that LGBT individuals are at a higher risk for suicide attempts 
and suicidal ideation (Balsam, Beauchaine, Mickey & Rothblum, 2005; Meyer, 2003; Meyer 
et eL, 2008; Ploderi & Fartacek, 2005; Veno, 2005). One study found significantly higher 
incidences of current suicidal ideation and lifetime attempts of lesbian, gay, and bisexual 
adults, when compared to heterosexual adults (Ploderi & Fartacek, 2005). In a similar study, 
Meyer et aI., (2008) researched the prevalence of suicide among Black and Latino sexual 
minorities and found that Black and Latino gay men, lesbians, and bisexuals reported more 
frequent and serious suicide attempts, when comparied to Whites. Kitts (2005) hypothesized 
that society's fear of discussing issues related to suicide and the LGBT population placed 
adolescents identifying as LGBT at a higher risk for suicide-in the range of 20-40% of 
suicide attempts. National estimates indicate that 19% of intentional deaths are the result of 
self-injury deaths (i.e., suicide), and a significant disparity between suicide and homicide 
begins above the age of l3 when suicide attempts begin to increase (Bergen, Chen, Warner & 
Fingerhut, 2008). Further, Kitts (2005) explained that it is not being LGBT itself that leads 
to suicidal ideation and attempts, but the psychological distress associated with the gay 
identity. As an LGBT individual becomes more secure in his or her identity and there is a 
decrease in psychological distress, he or she is less likely to experience suicidal ideation 
based on gay identity. 
Another area of concern is the prevalence of homelessness for LGBT teenagers. The 
number of teens identifying as LGBT who are homeless is alarming; from 20 to 60% of the 
accounted homeless teens identify as LGBTQ (i.e., Q was used in many of the studies and 
7 
statistics which often represents individuals' "questioning" their sexual orientation) (Adams 
& McCreanor, 2008; Grov, Bimbi, Nanin & Parsons, 2006; Lampien, Chan, Anema, Miller, 
Schilder, Schechter, Hogg & Strathdee 2008; National Coalition for the Homeless, 2009). 
The National Gay and Lesbian Task Force attributed this frequency to mental health issues, 
gay identity issues, and substance abuse. The task force also cites numerous studies that 
report 30-60% of homeless LGBT youth have also been sexually or physically assaulted 
I (Ray, 2006). Other research found that 16% of homeless individuals also suffer from a 
I 
mental health illness (National Coalition for the Homeless, 2009). There is a significant 
I body of literature that has investigated the correlation between homelessness and substance 
abuse, but there is little evidence supporting a definitive pathway (Le., causation). II 
The research has convincingly shown, however, a significant relationship among 
I 
~ 
mental health concerns (e.g., anxiety, mood disorders, substance use, and eating disorders), 
I experiences of discrimination, and risky behaviors. Some of the risk behaviors include 
1 
.1 substance abuse, tobacco use, suicide, and risky sexual behavior (Bruce, Ramierz-Valles & 
I 
J 
Campbell, 2008; Rosario, Schrimshaw & Hunter, 2006; Shernoff, 2006). One study found 
; 
that significant experiences of racial stigma and homosexual internalization in Latino gay and 
bisexual men-and in male-to-female transgender-were likely antecedents for alcohol 
abuse and sexual risk behavior (Bruce et aI., 2008). Of their sample, marijuana was the most 
frequently cited illicit drug (29.1 %), and powder cocaine was second (14.4%). Moreover, 
24.3 % of the sample reported using two or more substances during the past six months. 
Indeed, these findings have implications for all individuals in treatment presenting with 
substance abuse concerns, especially those experiencing other minority stresses (e.g., racial, 
religious, and sexual minorities). 
8 
As stated, previous studies have identified a significant relationship between 
substance abuse and risky sexual behaviors (Bruce et al., 2008; Hegna & Rossow, 2007; 
Shemoff, 2(06). For gay men, Shemoff (2006) reported the need to treat individuals 
engaging in "barebacking" (i.e., the act of unprotected anal sex), postulating that the gUilt of 
pleasure-seeking by barebacking may result in "depression, loneliness, isolation, a nihilist 
malaise, or in conjunction with the use of substance" (Shemoff, 2006, p. 112). This finding 
can be applied across sexual orientations for individuals engaging in unprotected sex. 
Hegna and Rossow (2007) found that adolescents who reported same-sex attraction 
were poorly integrated into their social groups, felt lonely, and used drugs more often. This 
study differentiated between same-sex attraction and same-sex experiences. Participants who 
reported same-sex attraction were more likely to engage in illicit drug use. By contrast, 
participants who reported same-sex experiences reported higher alcohol consumption (Hegna 
& Rossow, 2(07). It is important to note the potential cultural difference, as this study was 
conducted in Norway, perhaps introducing clinicians in the U.S. to a more nuanced 
conceptualization for their clients. For example, Hegna and Rossow (2007) also found 
common sexual encounters between the experience and attraction groups, and their response 
to heterosexual intercourse and attractions. This finding supports the fluidity of sexuality, as 
the Kinsey Report suggested many years ago (Kinsey, 1948; 1953). 
Limitations of Existing Studies 
Although there has been research over the past several decades studying the LGBT 
population, much of the literature has pathologized the homosexual experience. Recently, 
research has investigated a myriad of LGBT issues, while few studies have included a 
physiological measure in the research design. Those studies that have used a physiological 
9 
parameter, measured the "out" experience in the workplace (Huebner & Davis, 2005) and 
mood improvement in HIV positive gay men (Cruess, Antoni, Kumar & Schneiderman, 
1999). In contrast, there is a plethora of literature using such physiological measures as 
cortisol, alpha amylase, and biofeedback to study other populations (Chida & Hamer, 2008; 
Kivlighan & Granger, 2006; van Stegern, Wolf & Kindt, 2008; van Veen, van Vliet, DeRijk, 
van Pelt, Mertens & Zitman, 2008; Yamaguchi, Kanemaru, Mizuno & Yoshida, 2003). In 
this study, the physiological component provided empirical evidence regarding the LGBT 
experience and heterosexism. Findings contributed to the literature indicating critical 
physical health implications as a result of the hypothesized increased stress levels. 
Studies that have included physiological measures in the research design when 
studying the stress response are not free from limitations. For example, a meta-analysis of 
208 studies (Dickerson & Kemeny, 2004) concluded that there were significant cortisol 
responses to cognitive tasks (e.g., Stroop), verbal interaction tasks (e.g., public speaking), 
and to combined cognitive and verbal tasks (e.g., verbalizing a mental arithmetic task). 
However, noise exposure and emotion induction tasks (e.g., film) were not associated with 
significant cortisol elevations (Dickerson & Kemeny, 2004). Although cortisol levels have 
shown significant relationships with the stress response system (i.e., sympathetic nervous 
system), the cortisol levels vary greatly (Yamaguchi et aI., 2003), thus making a standardized 
interpretation difficult. In fact, Dickerson and Kemeny (2004) formulated the following two 
conclusions from their meta-analysis: 
First, like physical stressors (e.g., electric shock, prolonged exercise), psychological 
stressors are indeed capable of activating the HPA [hypothalamic-pituitary­
10 
acrednocortical] axis ...Second, the effects of psychological stressors on this 
physiological system are highly variable (p. 355). 
Additionally, many studies involving the LGBT population recruit from LGBT­
specific organizations providing services for the local community identifying as LGBTQ. It 
has been suggested that individuals recruited would fit either of the following two extremes: 
a) possess healthy lifestyles and coping skills learned from the organization or b) may be 
troubled and seeking help (Rosario, Schrimshaw, Hunter & Gwadz, 2002). Individuals 
attending such organizations may also have attained varying developmental levels of sexual 
identity, and researchers should include a measure of sexual minority identity development in 
their research design (Weber, 2008). Lastly, demographic variables affect the external 
validity of existing studies. Variables include a limited age range (Grogan, Conner & 
Smithson, 2006), recruitment from urban neighborhoods (Smith, Thomson, Offen & Malone, 
2008), and education level and importance of religion (Ross, Rosser, Neumaier & The 
Positive Connections Team, 2008). 
Collectively, popular statistics, demographics, institutionalization of stigma, and bias 
have likely resulted in physical health symptoms. However, the literature has not 
significantly explored this relationship. 
Research Questions 
Question 1 
Can internalized heterosexism predict if an emotional inducing trigger (e.g., a heterosexist 
vignette) will activate the physiological stress response in White gay males? 
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Question 2 
Is there a statistically significant relationship between a White gay male's gay identity 
development and the physiological stress response? 
Question 3 
Is there a statistically significant relationship between a White gay male's gay identity 
development, reported level of self-esteem, and physiological stress response? 
Question 4 
Is there a statistically significant relationship between cumulative life stressors, emotional 
distress, and the physiological stress response in White gay males? 
Statement of Hypothesis 
Hypothesis 1 
It is expected that the physiological stress response will be higher in White gay males 
who report higher levels of internalized heterosexism after they experience an emotionally 
inducing trigger. It is expected that internalized heterosexism will predict the activation of 
the stress response. 
Hypothesis 2 
It is hypothesized that there will be a significant inverse relationship between a White 
gay male's gay identity development and physiological stress response. 
Hypothesis 3a 
It is hypothesized that higher levels of self-esteem and gay identity development will 
have a significant inverse relationship with the physiological stress response. 
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Hypothesis 3b 
It is hypothesized that there will be a significant positive relationship between self-
esteem and gay identity development. 
Hypothesis 4 
It is hypothesized that, as life stressors and emotional distress events increase, White 
gay males' physiological stress response will increase. 
Definitions of Terms & Operational Definitions 
Heterosexism/Homophobia 
For the past three decades, authors have identified, created and defined terms to 
address negative attitudes felt towards, and experienced by, the LGBT community. The 
concept of homophobia identifies a fear that individuals feel towards LGBT individuals. 
First termed and defined by Weinberg (1972) as "the dread of being in close quarters with 
homosexuals-and in the case of homosexuals themselves, self-loathing" (pA), it has 
undergone significant construction and criticism. Homophobia can also be referred to as 
homonegativity (Morrow, 2000), or heteronormativity (MacGillivray, 2000), defined as "a 
cultural understanding, where heterosexuality is the norm and the resulting social institutions 
are based on this assumption." The possibility of same-sex attraction is neither socially 
acknowledged nor recognized by social institutions. Herek (1995) defined heterosexism 
within a social-political context that affects the individual, institution, and culture, while 
rejecting, stigmatizing, and ostracizing anything that is nonheterosexual. Much of the 
literature has recognized the negative focus and pathological language of the terms 
homophobia and homonegativity (Szymanski, Kashubeck-West & Meyer, 2(08), and 
therefore the term heterosexism (Herek, 1995) was used for the purpose of this study. 
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Internalized Heterosexism (IH) 
An individual's internalization of heterosexist attitudes regarding nonheterosexual 
behaviors yields some degree of self-criticism. These internal feelings have been labeled 
internalized homonegativity (Mayfield, 2(01), internalized homophobia (Weinberg, 1972), 
and internalized heterosexism (Herek, 1995; Szymanski, 2(06). The stigma experienced and 
internalized by the LGBT community was first termed internalized homophobia by 
Weinberg (1972). Since then, the term has been built upon, although consistently 
recognizing the contribution of the traditionally socialized roles, attitudes (both internal and 
external), the inferior/negative regard, and the nonheterosexual behaviors (Herek, 2004; 
Herek, Gillis & Cogan, 2009; Szymanswki et aI., 2008). Inherent in its definition, Herek et 
al. (2009) noted that sexual stigma recognizes the shared knowledge that: 
The members know that homosexual behaviors and attractions are devalued relative 
to heterosexuality and they are aware of the hostility and malevolent stereotypes that 
are routinely attached to gay, lesbian, and bisexual individuals (p. 2). 
The impact of IH is unequivocal, although it does vary. That is, Gonsiorek and 
Rudolph (1991) stated that IH affects LGBT individuals differently and ranges from mild 
(i.e., self-doubt) to severe (i.e., self-hatred). 
Additional studies have shown that IH has shown to be a significant moderator 
between experiences of heterosexism and psychological distress (Szymanski, 2(06). This is 
where factors such as gay identity development and 1H can mitigate its negative impact on 
the individual. However, some of the literature suggests that measurement of IH is not 
accurate, in that many items assess an individual's desire to change sexual orientation rather 
than the true level of gay identity (Mohr & Fassinger, 2000; Shidlo, 1994). It is not to say 
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that IH only manifests as the desire to change one's sexual orientation. In fact, the 
definitions provided here say otherwise. IH can simply manifest after being denied rights to 
visit a partner in the hospital, during a custody battle, or covet marriage, to name a few 
examples. 
For this study, the term IH was used and defined as the result of pervasive 
experiences of heterosexism (Szymanski et aI., 2009). IH was measured by the score 
achieved on the Internalized Homophobia Scale (IHP) (Herek, 2009). 
Physiological Stress 
Studies have measured the stress response system (e.g., cortisol awakening, heart rate, 
temperature, GSR, etc.) of ethnic minorities when confronted by racism, discrimination, and 
prejudice (Utsey, Ponterotto & Porter, 2008). Such studies have found significant 
relationships among racism, ethnic identity, physical health, and psychological health. To 
date, the research that has investigated the stress response of sexual minorities is scarce. 
Studies that have included a physiological measure of sexual minorities measured the stress 
response after losing a partner to HIV/AIDS, being diagnosed with HIV/AIDS, and the 
coming-out process in the work environment (Cruess et aI., 1999; Huebner & Davis, 2005). 
The impact of the heterosexist culture resulting in a stress response of the sexual minorities' 
experience of heterosexism is underinvestigated. There are a range of variables that may 
affect a sexual minority's stress response, including: (1) similar and consistent experiences of 
heterosexism, (2) levels of internalized heterosexism, (3) gay identity development, and (4) 
levels of self esteem. Based on the previous literature studying ethnic minorities, it was 
hypothesized that these variables would significantly impact the physiological stress response 
of LGBT individuals. 
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Previous literature has shown a significant relationship between physical illnesses, 
such as cardiovascular reactivity, with stress. These findings suggested an increased risk for 
cardiovascular disease as a result of significant stress reactions (Carroll, Smith, Shipley, 
Steptoe, Brunner & Marmot, 2001). Chida and Hammer (2008) concluded that general life 
stress was associated with poor heart rate recovery and higher blood pressure. Consequently, 
researchers have identified an integrated stress response pattern depending on the nature of 
the psychosocial background (Carroll et aL. 2001). One way to measure physiological stress 
is via the hormone, cortisoL The hypothalarnic-pituitary-adrenocortical (HPA) axis is 
responsible for the regulation of the cortisol levels. A major hormone of the cerebral cortex, 
I cortisol is usually referred to as hydrocortisone and used medicinally to reduce inflammation. 
I 	 There is research investigating the impact of increased levels of cortisol, where it has also 
~ ~ been referred to as the "stress hormone" (Dickerson & Kemeny, 2004). Cortisol has been 
1 linked to the activation of the sympathetic nervous system, which is directly related to an 
I individual's fight-or-flight response. I One study found that individuals with higher average serum cortisol levels had a 
I faster HIV/AIDS progression over a 7.5 year period (Leserman, Petitto, Golden, Gaynes, Gu, 
f 
? 	 Perkins, Silva, Folds & Evans, 2000). Moreover, the risk of HIV/AIDS was nearly doubled 
for each cumulative average increase in a stressful life event and an increase in cortisol. 
Although cortisol levels predicted HIV progression, there were no significant relationships 
found between an increase in cortisol levels and stressful events (Leserman et aI., 2000). 
This finding (Le., no significant relationship between the increase in cortisol and stressful 
events) was also found in other studies (Dickerson & Kemeny, 2004). Dickerson and 
Kemeny (2004) found significant relationships in various domains; however, emotional 
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eliciting tasks (e.g., watching film) was the only domain that did not yield a significant 
relationship with cortisol levels. The meta-analysis found a significant relationship between 
cortisol levels and cognitive tasks, verbal interaction tasks, public speaking/cognitive task 
combinations (Dickerson & Kemeny, 2004). These studies contributed to the design of the 
present study and the utilization of the Psychophysiology software to measure each 
participant's biofeedback. 
This software allows researchers and other professionals (e.g., polygraph 
administrator) to quantify the response to stressful situations, which allows for the 
measurement of numerous parameters. For this study, skin conductance (or Galvanic Skin 
Response), heart rate variability, and skin temperature were measured. The equipment, 
manufactured by AD Instruments, has met all international standards for safety. The 
equipment is intended for teaching and research applications, there are no direct electrical 
connections to the heart. The input connectors are suitable for connection to humans, and 
meets the appropriate EU directives and standards set by the Canadian Standards Association. 
For the purpose of this study, physiological stress was defined by the difference and mean 
values for the heart rate variability, skin temperature, and skin conductance. 
Gay Identity 
Identity development (racial identity, sexual identity, religious identity, etc.) refers to 
"the achievement of self-concept" from a developmental perspective. That is, the 
measurement of an LGBT individual's outness can equate to his or her gay identity 
development and be applied to a theory of gay identity such as Cass's (1979). Seen as the 
foundation of homosexual identity development, Cass (1979) proposed a six-stage process, 
as follows: 
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1. identity confusion, 
2. identity comparison, 
3. identity tolerance, 
4. identity acceptance, 
5. identity pride, and 
6. identity synthesis. 
For the purpose of this study, answers on specific items on a measure of gay identity 
development were utilized to determine the level of gay identity development. One such 
measure created by Brady and Busse (1994), the Gay Identity Questionnaire, placed 
individuals into one of these stages, based on the response items. 
Emotional Distress and Life Change 
Emotional distress can vary from one person to another. Furthermore, the variation in 
these experiences can impact an individual's life differently. Understanding how an 
individual copes with such experiences quite possibly identifies an individual's resilience. 
For the purpose of this study, the self-reported experiences of emotional distress and the 
impact certain experiences have had to change one's life were measured by the score on the 
Gay Affect and Life Events Scale (GALES) (Rosser & Ross, 1989). 
Self·Esteem 
Self-esteem is a developmental construct often discussed with regard to identity and 
self-perception. Hardin (1999) equated self-esteem with "high regard," and stated that self­
esteem depended on how an individual formed his or her identity of self through his or her 
learned experiences. Specifically, self-esteem impacts all aspects of one's life-romantically, 
professionally, spiritually, and recreationally-as well as how an individual sees his or her 
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face and body, how one socializes, romantic options, and career initiatives (Hardin, 1999). 
For the purpose of this study, self-esteem was measured by the Rosenberg Self-Esteem Scale 
(RSES) (Rosenberg, 1965). 
Delimitations 
This research studied a convenience sample of self-identifying White gay males. 
Because the study is investigating the relationships ofheterosexist acts, gay identity, and IH 
to White gay males, the research only included gay males. However, we recognize that the 
self-selection bias, and any interpretation of the findings, must only be reflective of the 
specific sample. This was a difficult decision, but due to the complexity of identity and the 
multitude of possible identities (e.g., racial/ethnic sexual minorities), the study only consisted 
of White gay males, in an attempt to control for moderating effects between ethnic and 
sexual identities. This study used a correlational research design in order to study the 
1 relationship between variables. However, correlations do not allow for an examination of the 
I cause and effect relationship. This study provided evidence to suggest that heterosexist acts 
may be related to physiological reactivity among White gay males. In addition, the research 
may have shown significant relationships of internalized heterosexism and gay identity 
development to physiological reactivity. However, the findings could not suggest that 
I heterosexist acts cause the psychological or physical health outcomes. Nevertheless, this 
study contributed significantly to the literature, and accounted for gay identity development 1 
and IH-factors which have shown to moderate between differences in physiological and 1 
1 
! psychological vulnerabilities. Lastly, recruitment occurred at LGBT centers in the Northern 
1 NJINY region, which may present a bias in terms of coping skills, level of identity 
1, development, and social support. These delimitations are addressed in the discussion section 
i 
I 

i 
~ 
1 
I 
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of the manuscript, and the results should be cautiously interpreted and generalized to the gay 
male population. 
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CHAPTER II 
REVIEW OF THE LITERATURE 
The following chapter offers insight into the research base focusing on concerns 
related to gay males and the physiological reactivity, and experiences of heterosexism. In 
addition to research with diverse populations and the stress response system, this chapter 
includes relevant literature related to the mental health implications of discrimination and 
prejudice, experiences of heterosexism, risky behaviors, coping styles, and gay identity 
development. Recognizing the impossibility of thoroughly addressing every possible social, 
political, and physical stressor, this chapter discusses stress in the context of the workplace, 
gay marriage, adoption, confronting HIV/AIDS, and physical and verbal assault. 
Psychological Impact of Discrimination 
In a 1997 study by Herek, Gillis, Cogan, and Glunt, 41 % of the sexual minority 
participants had been a victim of a bias-related experience since the age of 16. Nearly half of 
the sexual minority participants in the study reported having been a victim of verbal 
harassment within the past year, and 21 % of the sample had experienced an act of 
victimization since age 16. Types of victimization included being spat upon, having an 
object being thrown at them, and being chased/followed. In a follow-up study (2009), Herek 
found that 20% of the sexual minority population in the United States had experienced a 
crime against them or their property since the age of 18 based on their sexual orientation. 
Findings from this study place gay men at a greater risk, citing that 38% of gay men, 
specifically, reported that they had experienced victimization of themselves or their property 
(Herek, 2009). 
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Of the reported hate crimes in the United Stated in 2007, 17% were against 
individuals based on sexual orientation. When investigated further, anti-male homosexual 
reports were five times higher, when compared to the anti-female homosexual reported hate 
crimes (Langton & Planty, 2011). This increased vulnerability places gay men at a 
significantly higher risk of hate crimes, when compared to other sexual minorities (e.g., 
lesbian, bisexual). The vulnerability and possibility of encountering heinous acts of bias 
increases the stress response, and can lead to physical and psychological symptoms (Habib, 
Gold & Chrousus, 2001). Taking the analysis of these acts one step further, hate crimes have 
been shown to produce higher levels of psychological distress when compared to nonbiased 
assaults (Herek, et aI., 1997). 
Minority groups experience various forms of discrimination, including vocational 
stressors, verbal and physical assault, and prejudice. Moreover, discrimination can manifest 
as a major life event or daily hassles (Swim, Johnston, & Peasrson, 2009; Herek, 2009). 
These experiences affect psychological, physical, health, social, and emotional functioning. 
The specificity of daily hassles unique to LGBT individuals has been defined as heterosexist 
hassles. Swim and her colleagues (2009) defined heterosexist hassles as "comments or 
behaviors that reflect or communicate hostile, denigrating, or stigmatizing attitudes and 
beliefs about lesbians, gay men, bisexuals that are embedded in people's everyday lives" (p. 
598). Clarification will be given in the various terminology used to identify these anti-gay 
experiences (see the discussion of heterosexism below). 
Stigma is a feeling of judgment and a subjective experience. Clinically, it is the 
client's experience of stigmatization that should be the focus. In one study, researchers 
found that 55% of the respondents felt some degree of stigma based on their sexual 
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orientation (Herek, 2(09). Previous research has found significant relationships between 
experiences of heterosexism and psychological functioning. The lack of feelings of 
psychological well-being has manifested as depression, lower levels of self-esteem, anxiety, 
isolation, fear, and avoidance (Lewis, Derlega, Griffin & Krowinski, 2003; Swim et al., 
2(09). 
Research in the area of racial and ethnic discrimination has found significant 
relationships between the physiological stress and experiences of discrimination (Blasovich, 
Spencer, Quinn & Steele, 2001; Carroll, et aI., 2001; Holder & Vaux, 1998; Karlsen & 
Nazroo, 2002; Krieger & Sidney, 1996; Levenstein, Prantera, Varvo, Scrivano, Berto, 
Andreoli, & Luzi, 2008; Sweet, McDade, Kiefe & Liu, 2(07). These studies provide 
significant clinical implications for the treatment of such minorities. It is true that some gay 
individuals may have the option to choose when to disclose their gay identity, potentially 
reducing the individual stress response. However, this ability to remain in the closet can 
potentially be more stressful (increased sympathetic nervous system activation), as the gay 
individual must deny a significant part of his or her identity (Huebner & Davis, 2005; Swim, 
et aI., 2(09). Mohr and Fassinger (2000) addressed the act of disclosure and how it occurs in 
an LGBT world; however, this paradigm is complex and was not addressed in this study. 
Overall, there are strong connections between one's psychological functioning and 
experiences of discrimination. 
Physical and Mental Health Implications 
It is incumbent upon us to better understand how heterosexist experiences impact, and 
to identify the physiological risks that may be linked to these stressors. All of the 
experiences described thus far have significant implications for an individual's health; both 
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physical and psychological. Swim, Johnston and Pearson (2009) found that increased 
heterosexist experiences produced higher levels of anger and anxious mood. Not 
surprisingly, they found that these same heterosexist experiences were not related to relaxed 
mood or positive mood. 
Many studies have found a positive relationship between experiences of heterosexism 
and psychological distress (Cochran & Mays, 2007; Szymanski, 2009). Others have found 
that gay and lesbian individuals report poorer mental health, when compared to their 
heterosexual counterparts (Cochran & Mays, 2007; Meyer, 2003; Sandfordt, Bakker, 
Schellevis & Vanwesenbeeck, 2006). With many external factors to consider, some of the 
findings suggest that HIV status, or confrontation with HN, was directly related to some of 
the somatization, physical complaints, and psychological distress. That is, research has 
shown that the fear of contracting HN can cause LGBT individuals to report more physical 
symptoms and distress (Cochran & Mays, 2007). 
Depression and depressive symptoms can also be associated with stress and stressful 
life events. Researchers found that both life events-and, specifically, gay-related stress­
can contribute to these depressive symptoms (Lewis, et al., 2003). The life events and the 
unique gay-related stress were independent of one another. The research is mixed when 
factoring in moderating variables such as IH and level of outness with depressive symptoms 
(Lewis, et aI., 2003). 
Few studies have researched the physical implications of sexual orientation. 
Sandfordt and his colleagues (2006) reported that gay and lesbian individuals endorsed a 
higher total number of acute physical symptoms, as well as chronic conditions, when 
compared to their heterosexual counterparts. In terms of their mental health, they found that 
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the LGBT individuals reported more acute mental health symptoms, and that their general 
mental health was poorer (Sandfordt, et al., 2(06). Much of this literature on physical and 
mental health of LGBT individuals places the LGBT community at a greater risk, but the 
empirical data is deficient. 
Biofeedback 
There are many studies that have included a physiological measure to research the 
physical stress response of the autonomic nervous system (Le., the sympathetic and 
parasympathetic nervous system), the release of cortisol, and other physiological measures 
(e.g., blood pressure, heart rate, respiratory rate, and skin conductance). Chida and Hamer 
(2008) identified an association between psychosocial factors, with both enhanced and 
reduced physical responses to elicited mental stress. A critical finding from Chida and 
Hamer's meta-analysis recognized poorer cardiovascular recovery associated with general 
life stress. 
Collecting the physiological data can be costly, and there are many instruments that 
researchers use to gather such data. For example, researchers have measured cortisol 
collected through salivary samples, while others have measured the physiological stress 
response through biofeedback equipment (e.g., InifinitiPro used in this study) (Radu, Ahlin, 
Svanborg & Lindefors, 2003; Rockloff, Signal & Dyer, 2(07). In particular, Rockloff et al. 
measured Galvanic Skin Response (GSR) as subjects participated in a gambling session, and 
found a positive change in the experimental group. In a similar study, researchers found a 
significant increase in the GSR in the experimental group, as well as a significant increase in 
heart rate with the introduction of pentagastrin, an anxiogenic polypeptide known to cause 
panic attacks (Radu, et aI., 2(03). Hence, GSR was selected for this study and was collected 
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through the biofeedback equipment, as well as heart rate variability and skin temperature, 
which are other sensitive measurements of the physiological stress response (Radu, Ahlin 
Svanborg, & Lindefors, 2003). 
Cortisol & Relationships 
Intimate relationships require negotiation and compromise; heterosexual, homosexual, 
or other. This process of negotiation, compromise, and communication between partners has 
shown physiological arousal and an increase in cortisol levels (Powers, Pietromonaco, 
Gunlicks & Sayer, 2006). In addition, attachment style has implications throughout an 
individual's life span. Psychologists adhering to any theoretical orientation, especially 
Freudian or Jungian, have emphasized the importance of secure attachment beginning at birth, 
with the most critical period being between 0-3 years of age (Feldman, 2007). Powers and 
her associates (2006) found that heterosexuals with an insecure attachment yielded greater 
physiological stress reactions when a partner was confronted with interpersonal issues, or 
when faced with a relationship conflict with an insecurely attached partner. Although 
studying heterosexual partners, Powers et al. (2006) illustrated how partners in heterosexual 
relationships showed patterns of greater physiological stress reactions when the attachment 
was described as insecure. One could assume a similar pattern across same-sex partners. To 
that, one study showed that nonacceptance of an LGBT-identified relationship increased 
negative affect (Otis, Rostosky, Riggle & Hamrin, 2006). These findings provide clinical 
implications in adaptive and maladaptive coping skills, as a result of attachment styles within 
romantic relationships. 
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Stress and the LGBT Communities 
Stress experienced by the LGBT community can manifest in many forms, and the 
physical and mental health implications vary. Swim, and her colleagues (2009) concluded 
that the cumulative heterosexist experiences indirectly cause stress in the form of anger and 
anxious mood. In addition, the perception of one's own group; both internally and externally, 
contribute to the cumulative stress. That is, the importance of one's identity, as well as the 
beliefs associated with others' view of his or her group, is believed to produce these affective 
distress symptoms (e.g., anger or anxious mood). 
Stress is a phenomenon familiar in western culture, and can be defined in different 
ways. Stress can induce mental or somatic illness (Dohrenwend, 2000), referring to physical, 
mental, or emotional pressure, strain, or tension (Merriam-Websters dictionary, 2011), and 
manifests as internal conflict (Nance, 2008). Stress theory in relation to specific minority 
groups is referred to as minority stress. Minority stress "is the chronic social stress that 
results from belonging to a stigmatized social category and is over and above the general 
stressors of daily life" (Rosotsky, Riggle, Gray, & Hatton, 2007, p. 393). Meyer (2003) 
proposed a minority stress model for LGBT individuals and the stigma and prejudices that 
they experienced and reported. In this model, three processes were identified: 
1. external, objective stressful events and conditions (chronic and acute), 
2. expectations of such events and the vigilance this expectation requires, and 
3. the internalization of negative societal attitudes (Meyer, 2003, p. 676). 
Rosotsky, Riggle, Gray and Hatton (2007) identified five common experiences that 
the LGBT couples reported related to their feelings of minority stress: (1) feeling 
discriminated against and stigmatized, (2) experiencing rejection, (3) feeling the need to hide 
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or conceal their sexual minority identities, (4) dealing with internalized homophobia, and (5) 
developing coping strategies in response to the aforementioned. Rosotsky and her associates 
(2007) documented critical clinical implications, which included: 
1. recognition of the dilemma in disclosure, 
2. the significance of social support, 
3. identification of strengths and coping strategies, and 
4. confrontation of social injustices. 
Just as Rosotsky and her associates identified, additional research has shown that the 
cohesive nature of the LGBT community can minimize an LGBT individual's experience of 
heterosexism (Riggle, Whitman, Olson, Rostosky & Strong, 2008). 
Heterosexism 
There are many terms used to define anti-gay acts or feelings. Such variations 
include heterosexism, homophobia, heteronormativity, and homonegativity. Many authors 
have used the term heterosexism and defined it accordingly. For example, Herek (1990) 
defined heterosexism as "an ideological system that denies, denigrates, and stigmatizes any 
nonheterosexual form of behavior, identity, relationship, or community" (p. 316). Swim and 
her colleagues (2009) defined heterosexist hassles as "comments or behaviors that reflect or 
communicate hostile, denigrating, or stigmatizing attitudes and beliefs about lesbian, gay 
men, or bisexuals that are embedded in people's everyday lives" (p.598). 
No matter the term (Le., heterosexism, homophobia, or homonegativity), the 
implications are the same, in that these experiences place the LGBT population at risk for 
discrimination, abuse, or physical health issues. However, it is important to provide 
clarification of these terms, as there is some overlap and inherent contradictions. 
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Heterosexism is defined as a "prejudiced attitude or discriminatory practices against 
homosexuals by heterosexuals" (Herek, 1995, p. 322). Homophobia is "an unreasonable fear 
of or antipathy toward homosexuals and homosexuality" (Weinberg, 1972, p. 3). This can be 
seen as more emotional, including the fear of interacting with, and discriminating against, 
sexual minorities. Homonegativity (Morrow, 2000; Szymanski, Kashubeck-West, & Meyer, 
2008) is often mentioned in terms of one's negative internal beliefs about oneself. 
Specifically, Ross, et al. (2009) defined internalized homonegativity as "the internal reaction 
to stigma associated with being homosexual" (p.588), extending from Weinberg's (1972) 
definition of the term as "socially induced revulsion and hostility towards one's own 
homosexuality and things homosexual" (p. 3). 
Therefore, anti-gay acts completed by a sexual minority would not constitute 
heterosexism. Additionally, interpersonal struggle also would not constitute heterosexism. 
Both anti-gay acts by sexual minorities and the interpersonal struggles would certainly 
contribute to the minority stress model. The data on hate crimes and assault captured the risk 
of these acts of heterosexism; however, acts identified as heterosexist can be implicit and at 
the unconscious level. Specifically, Herek, et al. (2009) found that individuals tend to 
operate based on covert beliefs significantly more than those that are overt. Examples of 
implicit heterosexism include, but are not limited to, religious doctrine regarding the 
sacrament of marriage and assumptions of a heterosexual orientation. Experiences of 
heterosexism are seen throughout the heteronormative society, including in the workplace 
stress surrounding the gay identity, gay marriage, same-sex adoption, and HN/AIDS are 
addressed in the following sections. 
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Workplace Stress 
Throughout history there have been significant court rulings and policies written in an 
attempt to eliminate or avoid discrimination (e.g., Amendments 13-15, Brown v. Board of 
Education). Affirmative Action prohibits a company or institution from denying an 
individual an opportunity based on race, ethnicity, religion, or sex. Many companies have 
amended these initiatives to include sexual minorities (e.g., The Human Rights Campaign 
Corporate Equality Index, 2(08). However, this does not necessarily provide LOBT 
individuals with absolute protection. Only seven states have laws that prohibit the 
termination of employment based on sexual orientation, whereas there are 30 states where 
LOBT citizens can be fired on the basis of sexual identity with no recourse (The U.S. 
Department of Labor). There are many policies that would seem to provide LOBT 
individuals with protective and safe work environments, but the research is mixed. 
Herek (2009) found that 25.5% of the LOBT participants disagreed with the notion 
that most employers will hire qualified sexual minority individuals, suggesting that LOBT 
individuals believe that their gay identity could prevent progression within a career. Further, 
IH can directly impact an individual's work environment. Bouzianis, Malcolm and Hallab 
(2008) found that nondiscrimination policy increased the workplace disclosure and, as the 
disclosure increased, internalized homophobia (i.e., internalized heterosexism) decreased. 
Males were more likely to disclose, when compared to females; therefore, IH in males is a 
more significant predictor for the level of outness in his work environment. 
Waldo (1999) did not find a significant relationship between an institution's policies 
and resources related to heterosexism. That is, it seemed as though the organization's 
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resources did not serve as a protective factor for LGBT individuals, which could be attributed 
to the covert and subtleness of heterosexism. 
Huebner and Davis (2005) found that men who disclosed their sexual orientation at 
the workplace had higher salivary cortisol levels, as well as reported higher levels of negative 
affect, when compared to those who did not disclose. Moreover, they attributed this increase 
in cortisol levels to the consequences of disclosure, experiences of discrimination, or the 
anticipation of discrimination (Huebner & Davis, 2005). Mohr and Fassinger (2000) 
addressed the need for more empirical research related to the workplace climate for lesbian 
and gay individuals. 
Gay Marriage 
The right to marry is typically understood to be an inalienable right for adults in a 
democratic society. But this is a right that could not be safely assumed by heterosexuals in 
the U.S. until 2004 when the legislative battle for gay and lesbian couples' right to marry was 
initiated in Massachusetts and passed legislation. Since Massachusetts ruled that it was 
unconstitutional to deny gay men and lesbians the right to marry, other states have joined 
(e.g., Connecticut, Iowa, Vermont, & D.C.). Many organizations are advocating for, and 
against, these rulings. LGBT couples are subject to the stress involved in the process of 
fighting for equal rights. To date, few studies have explored the psychological impact of 
legislative and religious restrictions on marriage on gay and lesbian couples. One study 
showed that the LGBT individuals living in states where a marriage amendment was passed, 
limiting marriage to one man and one woman, reported higher levels of minority stress and 
higher levels of psychological distress than the LGBT individuals living in other states where 
such amendments were not passed (Rosotsky, Riggle, Home & Miller, 2009). Conversely, 
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studies (Kurdek, 2004; Oswald, 2002) indicated that the possibility of marriage or a civil 
union were protective factors for relationship resilience. Kurdek (2004) found that the 
protective factors that marriage offers include: access to spousal benefits from Social 
Security benifits, veterans', health and life insurance programs, hospital visitation rights, the 
ability to make medical decisions for partners, and exemption from state inheritance taxes. 
These are factors that are not granted to same-sex couples in committed and long-term 
relationships. 
Discord in a marriage has correlated with higher cardiovascular risk and increased 
stress levels (Smith, et ai., 2008). These findings could only be duplicated for the LGBT 
couples if researchers investigated relationship quality, since the majority of the LGBT 
couples are denied the right to marry. Some researchers have found that marriage correlates 
with higher levels of trust and relationship security (Otis, et ai., 2006; Powers, et ai., 2006). 
To that, the Rosotsky, et al. (2009) study might suggest that LGBT individuals denied the 
right to marry report lower levels of trust, when compared to those allowed to marry. Being 
married may provide a sense of stability and increase trust between partners, as some 
research has shown. Mohr and Fassinger (2000) also pointed out the need for more empirical 
research regarding same-sex marriage. 
Same-Sex Adoption 
Adoption has become increasingly more difficult for families choosing to adopt, 
when compared to the beginning of the 19th Century, due to legislation and child advocacy. 
The rights of gay and lesbian parents, specific to adoption, have become increasingly more 
difficult; which is true for all potential parents wishing to adopt. Since 1997, when the 
Adoption and Safe Families Act was signed in 1997, laws required extensive procedures to 
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ensure the safety of children and the importance of permanence in a family unit (The U.S. 
Department of Health and Human Services). Since then, there has been less legal 
discrimination against the gay population, with regard to same-sex couple adoption; six states 
prohibit same sex couples from adoption (Le., Nebraska, Florida, Michigan, Mississippi, 
I Utah, and Arkansas). Many of these states restrict adoption to couples that have some legal 
! 
! bind through marriage (National Gay and Lesbian Task Force, 2(08). Various laws 
I differentiate between joint adoption and second parent adoption, and there are 11 statesI 
I where same sex couples can jointly petition to adopt statewide (i.e., California, Connecticut, 
D.C., lllinois, Indiana, Maine, Massachusetts, New Jersey, New York, Oregon, and Vermont). I 
I 
I Although some states are ambiguous in their policy regarding same-sex adoption, there is 
I 
, 
hope that gay couples are awarded such rights through the legal system and 
antidiscrimination policy; however, such advocacy roles elicit stress. Same-sex couples 
I 
J 
seeking adoption have to retain an attorney and endure a slew of bureaucratic steps, including 
I 
! 
multiple interviews and a wealth of paperwork. Clearly, this process is distressing. 
I 
I HIV/AIDS 
In 1981, the first HNIAIDS cases came to the U.S. reported in Los Angeles, CA, and 
I then in 1982 it was named the Gay-related Immune Deficiency or GRID (Center for Disease 
Control and Prevention, 2001). The response from the gay community resulted in research, I 
! 
investment in treatment, and an aggressive prevention education. Why we are now seeing a 
rise in the number of newly infected? 
Gay men are at greater risk for repeated exposure to HNIAIDS, now labeled as a 
chronic illness. There are added psychological implications for encountering HNIAIDS 
(Cochran & Mays, 2(07). Anecdotally, there was an article in a local gay publication in 
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London, England. The article addressed the steadily climbing infection rates, and labeled 
HIVIAIDS as the "diabetes ofthe 21 sl Century." One could imagine the visceral reaction to 
such an alarming phrase. Perhaps some of the promising scientific advances have led to a 
sense of safety for individuals engaging in perilous activities that place them at risk for 
contracting HIV. 
For example, the first successful trial of an AIDS vaccine was recently announced to 
the world (McNeil, 2009). The advancement of treatment for HIV/AIDS, which is 
monumental and historical, may otherwise be detrimental for gay men; with the advanced 
treatments and possible vaccine comes a false sense of security (Schoofs, 2010). 
The numbers of those diagnosed with HIV IAIDS is steadily increasing in the U.S. 
The increase in infection is not limited to the gay population. In fact, research suggests that 
the gay population accounts for 5-10% of new infections (AVERT: AIDS and HIV 
information) in the world. Globally, nearly two-thirds of recent infections occur between 
men and women having unprotected sex. However, the Center for Disease Control and 
Prevention (CDC) found that, between 2001 and 2006, there was an 8.6% increase in HIV 
diagnoses in men who have sex with men in the U.S. (CDC, 2006). It is believed that this 
increase is a direct result in the availability of antiretroviral treatment and its classification as 
a treatable chronic illness. 
There is a higher prevalence of individuals living with HIV/AIDS in urban cities such 
as Baltimore, MD and Newark, NJ than in suburban areas (Weston, 2009). Weston (2009) 
reported that the prevalence of individuals living with HIV/AIDS in Washington, D.C. was 
3 % of the U.S. In this study, 7% of residents ranging from the ages 40-49, and African 
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American males, accounted for 14% of individuals living with HNIAIDS in the U.S. (i.e., 
7 % ranged from 40-49 years-old and 7% were African Americans). 
Alarming indeed, practioners should assess a client's risk behaviors, including 
unprotected sex. If the literature identifies a laissez-faire approach to sex and the risk of 
contracting HNIAIDS, are these individuals engaging in suicidal behaviors? Or has 
HNIAIDS become a treatable and chronic disease, such as diabetes? One interesting 
hypothesis was suggested by Crossley (2004), which stated that unprotected anal sex may be 
the result of the gay man's need to express his rebellion through social deviation and 
outlawed sexuality. 
Physical and Verbal Assault 
The U.S. Department of Justice reported that the LOBT population accounted for 
15% of the reported hate crimes between 2003 and 2009 (Langton & Planty, 2011). Third on 
the list, following race/ethnicity and association, these heinous acts are still occurring. For 
example, in December 2008 there was an assault of a 3 I-year old Latino male in New York. 
Bystanders reported hearing anti-gay slurs from the perpetrators (Fahim, 2008). Stories like 
this can be seen on the news and read in the papers daily. LOBT individuals are likely to 
have experienced some form of assault, as evidenced by studies that demonstrate a high 
prevalence of LOBT experience of acts of bias (Herek, 2009). 
Assault can be defined, experienced, and measured in numerous ways. Several 
studies have investigated the impact of assault, which include experiences such as violence, 
hitting, kicking, and/or spitting (Hill, Schroeder, Bradley, Kaplan & Angel, 2009). Arguably, 
these acts are rooted in, and include, the emotion of anger. In an attempt to understand this 
anger and reduce anti-gay anger, Parrott, Peterson, Vincent and Bakeman (2008) studied the 
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impact that masculine gender role and the gender role stress has on sexual prejudice. They 
found a significant association between individuals endorsing the anti-feminine gender role 
and anger towards male sexual minorities. 
Although not seen as a predictor, sexual orientation has a strong association with 
assault, either by strangers, family members, or peers (Lampien, et aI., 2(08). They 
concluded that these experiences (i.e., verbal and physical harassment) manifest as chronic 
stress, conflict with the law, substance abuse, and suicide. Such findings place gay men at 
higher risk for psychological and physical health issues subsequent to the physical and verbal 
assault. 
Behavioral Risks 
Research has suggested that individuals tend to engage in risky behaviors as a result 
of maladaptive coping strategies (Folkman, Chesney, Pollack & Phillips, 1992; 
Hatzenbuehler, Nolen-Hoeksema & Erickson, 2008; Hegna & Rossow, 2(07). Many risk 
behaviors are identified in this manuscript. There are other risky behaviors that gay men 
engage in, perhaps related to their sexual identity, including substance abuse, tobacco use, 
illicit drug use, eating disorders, and suicide. Ross, et al., (2008) researched predictors for 
unprotected anal intercourse, including disclosure of status to secondary partners, condom 
self-efficacy, and the number of secondary partners. In their 2008 study, Ross and his 
colleagues found a strong association between internalized homo negativity and not being 
"out" among men who have sex with men. Ultimately, they found that internalized 
homonegativity served as a precursor to unsafe sexual behaviors in men who have sex with 
men-albeit a study of HIV-positive gay men. Lastly, they found that level of education and 
racial/ethnic identity had a significant association with internalized homonegativity. 
----------
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Suicide 
In 2002, the CDC reported that intentional deaths (i.e., suicide) was the eleventh 
leading cause of death, which still held true through 2005 (Suicide Awareness, Prevention & 
Support,2oo5). The rate of suicide for men in the U.S. was 17.7 in 2005. On college 
campuses, suicide rates have been constant over the past several years at 7.5 per 100,000 
students (DeAngelis, 2009). Suicide and suicidal ideation is present, and a concern for all. 
Balsam, et al. (2005) found that sexual orientation predicted suicidal ideation, suicide 
attempts, and self-injurious behaviors. Meyer (2003) further supported this notion that the 
LGBT population is more vulnerable to suicide ideation and attempts. 
A wareness into these thoughts, validation of the emotions, and coping skills are just 
some possible interventions, when faced with clients struggling with suicidal ideation. 
However, when left untreated, these thoughts can lead to a completed attempt, or to 
additional risky behaviors. 
Sexual Activity 
Risky sexual behaviors could be interpreted as forms of suicide. With the wealth of 
literature and education devoted to sexual education, LGBT individuals have the tools to 
make healthy decisions (e.g., protected sex). Zellner, Martinez-Donate, Sanudo, Fernandez­
Cerdeno, Sipna, Hovell and Carrillo (2009) found that almost half (48%) of the respondents 
who reported receptive anal sex, and the majority (53.8%) of those who reported insertive 
anal sex within the last 60 days, did so without using a condom. Recent statistics indicate 
that condom use among gay men is higher when compared to their heterosexual peers 
(Human Rights Campaign). 
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In addition to unprotected sex or condom self-efficacy, research indicated that lack of 
disclosure (i.e., HIV status) is negatively related to internalized homonegativity (Ross, et aI., 
2008). That is, the higher the level of internalized homonegativity, the less likely the LGBT 
individual will disclose his or her HIV status. Herek (2009) identified the LGBT -specific 
factors, including the coming-out process, gay-related stress, and experiences of childhood 
sexual abuse that yield more sexual partners and increase the frequency of unprotected sex. 
Higher levels of social support have been associated with lower levels of sexual problems 
(Folkman, et aI., 1992; Zamboni & Crawford, 2007). Consistent with previous research, 
social support is a significant factor that protects across all domains of health. 
Substance Use 
Alcohol abuse is prevalent in society, irrespective of sexual orientation; however, 
many studies have shown higher rates of alcohol consumption and abuse amongst the LGBT 
community (Bruce, et aI., 2008; Rosario, et aI., 2006; Weber, 2008). Weber (2008) found 
that individuals classified as having either an alcohol or drug use disorder experienced higher 
levels of heterosexism than those who were not classified as having a substance disorder. 
These same participants also reported higher levels of IH, further supporting a significant 
relationship between IH and substance use. 
Tobacco Use 
Smoking rates are notoriously higher in the LGBT population (Gruskin, Greenwood, 
Matevia, Pollack & Bye, 2007). Although a gamut of demographic variables (e.g., age, 
education and income) contribute to tobacco use, the higher rates place gay men at risk of 
tobacco-related illnesses. 
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Eating Concerns 
Repeatedly associated with tobacco use, eating disorders are of concern for the LGBT 
community. One recent study found heightened rates of binge-eating and purging for sexual 
minorities (Norton, 2(09). Body image, eating disorders, and excessive exercise were 
significantly related to one another. Grogan, Conner and Smithson (2006) found that gay 
men reported exercising for appearance purposes, rather than enjoyment and competition, 
when compared to their heterosexual peers, and also found that gay men were more likely to 
I report exercise for reasons of vanity. Also, one study found higher rates of binge-eating 
I among both male and female adolescents identifying as LGBT, when compared to the 
I 
i 
majority of adolescents (Austin, Ziyadeh, Corliss, Rosario, Wypij, Haines, Camargo & Field, ~ 
2(09). This poses grave physical and mental health concerns for LGBT individuals. 1I 
'I Protective Factors I 
, LGBT individuals are more likely to seek psychotherapy (Balsam, et al., 2(05). A 
I study in 2008 found a decrease in mood disorders in younger lesbian, gay men, and bisexual , 
I 
i 
,
, individuals (Meyer, et aI., 2(08). These findings are encouraging for LGBT youth, and 
perhaps indicate an increased comfort with the LGBT identity. As a person trained in a 
strength-based practitioner model, it is imperative for a person to recognize the positive 
attitudes about him or herself. As is the case with this manuscript, researchers often focus on 
the deficits, and rarely pay attention to the attributes an individual genuinely appreciates. 
Riggle, et aL, (2008) surveyed a sample of gay men and lesbians to identified the positive 
aspects of being gay. They identified the following themes: 
Belonging to a community 
Creating families of choice 
39 
Having strong connections with others 
Serving as positive role models 
Authentic self and honesty 
Personal insight and sense of self 
Increased empathy and compassion for others 
Social justice and activism 
Freedom from gender-specific roles 
Exploring sexuality and relationships 
Egalitarian relationships (lesbians only) (Riggle et aI., 2(08). 
Offering insight into such aspects of being gay may increase LGBT individuals' 
awareness and acceptance of his or her LGBT identity. Also, recognition of such positive 
aspects may also contribute to healthier lifestyles and resilience, and offer the possibility for 
additional adaptive coping skills. 
Coping Skills and Resilience 
Coping skills and resilience are crucial aspects for identifying strengths and providing 
insight into one's strengths. Coping is the ability to utilize one's thoughts and behaviors to 
manage or alter the distress caused by a problem (problem-focused) and moderate the 
emotional response to the problem (emotion-focused) (Folkman et al., 1992). Resilience is 
"the ability to recover from, or adjust easily to, misfortune or change" (Merriam-Websters 
dictionary, 2011). These are two factors that provide individuals with the possibility of 
mental health wellness. 
It is important to note that not all coping skills are adaptive, as you can see from the 
behavioral risks described earlier. For example, some individuals may cope with stress or 
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uncomfortable emotions by having unprotected sex, abusing substances, smoking, excessive 
exercising, or eating. This section will focus on positive coping skills. For example, 
Folkman and his colleagues (1992) found that incidents of unprotected anal sex decreased as 
spiritual activities and seeking social support increased. Similar findings were reported in 
other studies. Rosario, Schrimshaw, Hunter and Gwadz, (2002) attributed their nonsignificant 
finding between emotional distress and gay-related stressful events to supportive networks, 
learning through adult modeling (e.g., younger organization members learning from the older 
adult members), and exposure to positive attitudes about homosexuality. These have 
considerable implications when working with LGBT individuals. 
Social support is often cited in the 1iterature as a moderator between healthy and 
unhealthy living (Zamboni & Crawford, 2007). While these aforementioned coping factors 
have shown to be a moderating factor with the stress response, self-esteem has proven to 
encapsulate aspects of healthy living, especially with regard to global self-esteem (Henley, 
2010). 
Self Esteem 
Self esteem is often measured in the social science research. There are variations in 
the findings in both quantitative and qualitative studies, yielding opposite results. Some of 
the limitations include the measurement of global versus state self-esteem. Global self­
esteem remains constant and resistant to acute events, whereas state self-esteem changes in 
response to life events and would seem most vulnerable to experiences of discrimination 
(Henley, 2010; Swim, et al., 2009). 
One consistent theme in the literature identified the inverse relationship that self­
esteem has with anxious symptoms, child sexual abuse, gay-related stress, and the number of 
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sexual partners (Herek, 2(09). This suggests that, when an individual reported symptoms of 
anxiety, experiences of abuse and gay stress, the levels of self-esteem decreased. There are 
considerable implications for social support, which include group identity and self identity, 
that have shown to be direct buffers for levels of self-esteem (Swim, et aI., 2009; Veno, 
2(05). Herek (2009) found a positive relationship between the coming-out process and self-
esteem, postulating that, when an LGBT -identified individual disclosed his or her gay 
identity, the level of self-esteem increased. 
One study found that self-esteem was a significant moderator between heterosexist 
events and psychological distress (Szymanski, 2009). Therefore, LGBT individuals with 
lower levels of self-esteem may be experiencing significant amounts of distress related to 
hislher identity and experiences of discrimination and prejudice. Conversely, LGBT 
individuals with higher levels of self-esteem cope more effectively with psychological 
distress or experiences of heterosexism. 
Gay Identity Development 
Developmental identity is a construct that is continually studied, but not understood 
in its entirety. With the LGBT population, there may be additional minority statuses 
contributing to the decreased levels of self-esteem, not to mention their experiences with 
heterosexism. There is much controversy surrounding the mediating factors and the 
influence that each individual identity has on one's mental and physical health. One study 
investigated the influence of dual-identity development of African-American gay and 
bisexual men (Crawford, Allison, Zamboni & Soto, 2(02). Research has shown that, with 
LGBT people of color, sexual identity remains secondary to racial/ethnic identity (Grov, et 
al., 2006). This is an area of research that makes it difficult to determine which identity is 
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most salient for a minority of any status (e.g., ethnicity, race, religion, or sexual orientation) 
(Phellas, 1999). Individuals identifying with numerous minority statuses could present on 
different stages of identity development for the various identities. In addition, individuals 
may be negotiating an interaction between mUltiple identities (e.g., student, partner, and 
parent), which would also interfere with the intersection of each identity. With regard to 
LGBT individuals, authors have found that the inability to deconstruct the heteronormativity 
of an environment impedes on the individual identity (Abes & Kasch, 2007). 
As mentioned earlier, identity has been studied often, but it is not absolute when 
considering multiple minority identities. One hypothesis for this study suggested that, from a 
developmental point of view, gay identity would significantly correlate with level of 
physiological stress, emotional distress, and self-esteem. The findings from previous 
research were not as absolute as one might expect. For example, Swim, et aI., (2009) 
conducted a qualitative study, which included LGBT individuals and their experiences of 
heterosexism through joumaling. They did not find a main effect of identity on affective 
distress, which suggested that an individual's identity to group did not buffer or impact 
reported affective distress. In fact, they found that, the more an individual identified with the 
LGBT identity, the more the individual was negatively affected by heterosexist hassles 
(Swim, et aI., 2009). This finding was also supported by the Huebner and Davis (2005) study 
that found higher stress reactivity in men who disclosed their sexual identity at work. 
The complexity of self-identity is perhaps immeasurable; however, there are 
significant relationships between identity formation, emotional experiences, and physical 
health (Huebner & Davis, 2005; Swim, et aI., 2009). Cole, Kemeny, Taylor and Visscher 
(l996a) found a significant positive relationship between identity development and higher 
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incidence of cancer and other infectious diseases. Cole, Kemeny, Taylor, Vischer and Fahey 
(1996b) also found a faster HIV progression. 
There have been many theories published over the past several years to measure the 
level of one's sexual identity (Brady& Busse, 1994; Cass, 1979; Mohr & Fassinger, 2000; 
McCarn and Fassinger, 1996). Often revered as the foundation of sexual minority identity 
formation, Cass (1979) identified six stages of identity for both gay men and lesbians. Her 
model incorporated the cognitive, affective, and behavioral components of sexual minorities. 
Certainly, Fassinger and her associates were progressive in creating a model with phases, 
rather than stages; however, Cass (1979) provided a discrete categorization that was further 
supported by Brady and Busse (1994). McCarn and Fassinger (1996) developed a model for 
gay identity for lesbians, which was later revised for gay males by Fassinger and Miller in 
1996. The model places respondents in "phases," rather than "stages," to allow for the 
fluidity between stages (Mohr & Fassinger, 2000, p. 67). In summary, the Fassinger models 
(1996) include awareness, exploration, deepening/commitment, and internalization/synthesis 
(Fassinger & Miller, 1996; McCarn & Fassinger, 1996; Weber, 2(08). 
In order to support theory, we must measure the suggested variables and, in response 
to this need, many instruments were created. Brady and Busse (1994) developed an 
instrument for gay men that measures a gay respondent whose scores place him into a stage 
with regard to his gay identity. The six stages are identified from the work of Cass (1979) 
and include (1) identity confusion, (2) identity comparison, (3) identity tolerance, (4) identity 
acceptance, (5) identity pride, and (6) identity synthesis. Models like this provide a working 
model of factors that are related to psychological vulnerabilities and resiliency. 
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I Literature on other minority groups (e.g., ethnic, racial) found that stage of identity
I 
I development places groups at a higher risk for psychological distress and physiological stress I 
,! 
I 
(Cross, 1971; Utsey, et al., 2008). 
There are a variety of theoretical orientations under which clinicians are currently 
I 
trained. A family systems approach to an LGBT individual would explore and identify the 
significant family interactions and relationships that are impacting the LGBT identity. Elizur 
and Ziv (2001) found that a supportive family was more likely to be gay-affirming. Other I 
significant findings included: the family support has direct impact on a gay man's 1 
i psychological adjustment, family acceptance fully mediated identity formation, and family 
J 
~ knowledge of the gay identity and gay culture impacted the individual's gay identity. ~ 
i 
However, Szymanski (2009) found that strongest experiences of heterosexism were in fact J 
~ 
! reported within the context of their families. LGBT individuals who had families that were 
" 
1 perceived to be nonsupportive or ambivalent reported negative emotions (Rososky, Korfhage, 
I Duhigg, Stem, et aI., 2004). 
i 
I Summary and Conclusions j 
I 
I There does not seem to be a biopsychosocial coherent model in the research for the 
i LGBT population-specifically for gay men. This inadvertently places gay men in a high 
i j risk category for incomplete psychological, robust and healthy integrated identity (i.e., sense I j 
of self). 
There have been promising advancements in the research of the LGBT population. 
Much of the current literature has investigated critical aspects of the LGBT experience, with 
the recognition of, and studies related to, internalized heterosexism, the political movement 
advocating for equal rights in marriage and adoption, HIVIAIDS education and community 
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outreach, sexual minority identity theory, and the acknowledgment of the physical and 
psychological impact the acts of bias have on the LGBT population. This manuscript 
contributes to the literature by adding the measurement of the physiological stress response 
system to emotional stressors. 
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CHAPTER III 
METHODOLOGY 
This chapter provides a detailed description of the methodology for this study, 
including detailed descriptions of participants and study procedures. An overview of all the 
instruments administered, along with a review of psychometric properties are provided in this 
chapter. Power analyses were conducted to obtain meaningful outcomes, and are reported 
along with a description of the analysis plan. 
Design 
This study used a correlational design. The independent variables in the study were 
the scores on the Internalized Homophobia Scale (IHP) (Herek, 2(09), the scores achieved 
on the Gay Identity Questionnaire (GIQ) (Brady & Busse, 1994), the scores on the 
Rosenberg Self Esteem Scale (RSES) (Rosenberg, 1965), and the scores on the Gay Affect 
and Life Events Scale (GALES) (Rosser & Ross, 1989). The dependent variables in the 
study were the levels of the physiological marker for stress; namely, difference in the heart 
rate variability, change in skin temperature, and Galvanic Skin Response (Rockloff, Signal, 
& Dyer, 2(07). 
Participants 
Participants were White males identifying as a sexual minority (Le., gay included 
only) Recruitment occurred at LGBTQ centers in the New YorklNew Jersey Metropolitan 
area. After recruitment, participants were scheduled for a meeting to complete the surveys 
and the biofeedback session. The research project was introduced by the principal researcher. 
It was emphasized that participation in the study was voluntary, and that participants are free 
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to withdraw from the study at any time. Those participants willing to participate signed the 
informed consent that explained the study in detail and each participant's rights. 
Instruments 
Demographic Questionnaire 
This survey was used to obtain background information for participants in the study. 
Participants were asked to report age, gender, race, socioeconomic status (SES), and sexual 
orientation. In addition, participants reported handedness, religion, relationship status, 
employment status, income, physical health questions, substance use, amount of sleep, 
mental health history, and questions about the coming-out process. 
The Gay Identity Questionnaire (GIQ) (Brady & Busse, 1994) 
The GIQ is a 45 true-false item measure that is designed for clinicians and researchers 
to identify gay men in the developmental stages of the coming-out process. Individuals are 
placed into a stage based on the number of items endorsed (e.g., 4 endorsed items nonned as 
Stage 4, and 3 normed on Stage 5, would place the individual in Stage 4). The instrument 
was created based on the homosexual identity formation proposed by Cass (1979). A sample 
item reads, "My homosexuality is a valid private identity that I do not want make public." 
The final version was nonned on 225 self-identifying homosexual male respondents, with an 
average age of 28.8 (M:28.8 years) and the majority identifying as White, non-Hispanic (179 
respondents). There were too few respondents who were identified in the first two stages 
(Stage 1, identity confusion; and Stage 2, identity comparison), to include accurate 
psychometrics for these stages. 
If participants for this study were coded in Stages 1 or 2, these data were excluded 
from the final analysis. Reliability coefficients are available for the other four stages, as 
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follows: Stage 3 (identity tolerance), r=0.76; Stage 4 (identity acceptance), r=O.71; Stage 5 
(identity pride), r=0.44; and Stage 6 (identity synthesis), r=0.78. There were significant 
findings supporting the central construct of Cass's (1979) homosexual identity formation 
(HIF) with regard to psychological well-being (F,(3,189)=8.67, p<O.OI, and Stage 3. That is, 
respondents in Stage 3 reported having less psychological well-being when compared to 
those in Stages 4, 5, and 6. Other significant relationships were found between the HIF and 
five indexes assessing homosexual adjustment. This suggests that this measure was 
significantly related to the formation of HIF. Respondents in Stage 3, when compared to 
those in later stages (4, 5, and 6), reported homosexuality as being a less viable identity, F(3, 
190)-9.86, p<O.01; they were less exclusively homosexual, F(3, 188)=14.34, p<O.Ol; they 
were less likely to have come out to significant others, F(3, 190) = 25.04, p<O.O1; they were 
less sexually active, F(3, 191) = 4.52, p<O.O1; and they had fewer involvements in intimate 
homosexual relationships, X2 (3, N=194) = 9.68, p<O.Ol (Davis, Yarber, Bauserman, Schreer 
& Davis, 1998). 
Gay Affect & Life Events (GALES) (Rosser & Ross, 1989) 
The GALES is a 66-item Likert scale questionnaire designed to measure the 
relationship between life change and emotional distress. Two main domains are scored, 
Emotional Distress (ED) and Life Change (LC). A third domain, named Experience (EX), 
measures a participant's individual experience with the various life experiences. A sample 
item is "You were beaten up, physically abused, or arrested because you were gay." 
Respondents were given directions to answer each item on a scale of 0 (no emotional distress) 
to 20 (maximum emotional distress). 
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The GALES was revised by Rosser and Ross (1989), and tested on a group of gay 
men. The original sample was normed on a group of gay men from New Zealand and 
Australia, and yielded strong correlation coefficients for each domain with the Original Life 
Events Scale (Tennant & Andrews, 1976). For the Australian sample, the correlation 
coefficient between the ranks of the ED and LC scales was 0.91, between the Gay Life 
Events Scale ED and original Life Events ED Scale the correlation coefficient was 0.93, and 
between the Gay Life Events Scale LC and the original Life Events LC Scale the correlation 
coefficient was 0.71. For the New Zealand sample, the correlation between the ED and LC 
scales was 0.77, between the Gay Life Events Scale ED and the original Life Events ED 
Scale the correlation coefficient was 0.94, and between the Gay Life Events Scale LC and 
original Life Events LC Scale the correlation coefficient was 0.75. Comparison between the 
data from the Australian and New Zealand samples revealed a correlation of 0.95 for the 
GALES ED scale and 0.91 for the GALES LC scale (Rosser & Ross, 1989). The high 
correlations between the LC and ED scales in the samples of homosexual men from two 
countries confirm that similar events are also evaluated in terms of adjustment to life change 
and emotional distress. The results of the factor analysis indicate that the GALES is 
psychometrically stable and confirms the three-scale structure (Rosser & Ross, 1989). For 
the purpose of this study, the third domain (i.e., EX) was used to account for the frequency of 
discriminatory acts experienced by the sample. 
Internalized Homophobia Scale (IHP) (Herek, Cogan, Gillis & Glunt, 1998) 
The IHP is a commonly used measure which was originally developed in 1992 by 
Martin and Dean (as cited in Meyer, 1995). It consists of 9 items derived from the diagnostic 
criteria for ego-dystonic homosexuality contained in the 3rd Edition of the Diagnostic and 
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i 
Statistical Manual of the American Psychiatric Association (1980). A sample item is "I have 
tried to stop being attracted to men in general." The self-administered version of the IHP 
scale has acceptable internal consistency, and correlates as expected with relevant measures 
(Herek & Glunt, 1995). IHP items were administered with a 5-point response scale, ranging 
from 1 (strongly disagree) to 5 (strongly agree). Scores are interpreted, and higher scores 
suggest higher levels of internalized heterosexism and lower scores indicate lower levels. 
I For the standardized sample, alpha =0.71 for women and 0.83 for men. Men scored 
i 
significantly higher than women on the IHP measure, and bisexuals scored significantly I 
I higher than homosexuals (Ms =14.79 for gay men, 19.91 for bisexual men, 11.68 for ! 
I 
! 
{ 
lesbians, and 16.87 for bisexual women). Analysis of variance (ANOVA) yielded significant 
"t 
main effects for sex (F (1, 138) =14.66, P < .001) and sexual orientation (F (1, 138) = 
15.89, P < .001) (Herek, et aI., 2009). 
Rosenberg Self·Esteem Scale (RSES) (Rosenberg, 1965) 
The RSES is a lO-item Likert scale, with items answered on a four point scale-from 
strongly agree (SA), agree (A), disagree (D), to strongly disagree (SD). A sample item is "I 
feel that I'm a person of worth, at least on an equal plane of others." Higher scores indicated 
higher levels of self-esteem (Walters & Simoni, 1993). The RSES is one of the most widely 
used instruments for measuring self-esteem. The original sample for which the scale was 
developed consisted of 5,024 high school juniors and seniors from 10 randomly selected 
schools in New York State. Psychometrically, the RSES proves reliable, with test-retest 
reliability in the range of .85-.90 (Rosenberg, 1965), 
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Physiological Measures 
The Psychophysiology Studies software company manufactures software and 
equipment used in the sciences to obtain data for research and for classroom settings. With 
many options, it seems that measures of the autonomic nervous system would be most 
reliable and valid for the purpose of this study (Chida & Hamer, 2008). For this study, stress 
activation was measured by three parameters (i.e., difference in the heart rate variability, 
change in skin temperature, and Galvanic Skin Response) attached to the main acquisition. 
Participants are sat comfortably and connected to the three leads. The GSR (i.e., skin 
conductance) was connected to the participant's ring and index fingers, an adhesive lead was 
attached to the participant's middle finger to measure skin temperature, and one other 
parameter was attached to the thumb to record the heart rate variability. Data were sent to an 
IBM Think Pad using the Psychophysiology software. Results were interpreted from the 
generated charts and tables for each participant. 
Procedure 
Overall, this study required one hour to one hour and fifteen minutes for each 
participant to complete the entire research protocol. Following the informed consent, each 
participant completed the demographic questionnaire. After answering any questions, the 
participants were given additional instructions for each measure. Each participant completed 
the Gay Identity Questionnaire (Brady & Busse, 1994), the Internalized Homophobia Scale 
(Herek, 2009), the Gay Affect and Life Events Scale (Rosser & Ross, 1989), and the 
Rosenberg Self Esteem Scale (Rosenberg, 1965). Upon completion of the measures, each 
participant was connected to the biofeedback unit and was explained what the connection 
would entail. 
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Then, a scene representative of an act of heterosexism (i.e., the Bill O'Reilly vignette) 
was shown in an attempt to elicit a stress response, after the baseline was established (i.e., a 
garden scene of colorful flowers). The clip was reviewed by three academic professionals 
specializing in treating LGBT individuals and in queer theory to validate its purpose (Le., to 
potentially elicit a stress response). The vignette was extracted from youtube.com depicting 
heterosexist slurs by Bill O'Reilly. A full transcription for this vignette can be seen in 
Appendix F. Finally, to ensure that a participant did not leave feeling distressed, I debriefed 
each participant and provided additional information for counseling and other supportive 
resources. 
Hypotheses and Analysis Plans 
Hypothesis 1 
It was expected that a gay male would evidence increased physiological stress 
indicators when he reported higher levels of internalized heterosexism. Therefore, it was 
expected that internalized heterosexism would be a predictor for the activation of the stress 
response. This hypothesis was tested using a simple regression. Internalized heterosexism 
was entered as the independent variable used to predict the dependent variable, or the 
physiological stress response. 
Hypothesis 2 
It was hypothesized that the level of gay identity development would be inversely 
related to the physiological stress response. To establish the strength of relationship between 
these variables, a bivariate correlation was conducted, with gay identity development entered 
as the dependent variable and physiological stress as the independent variable. 
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Hypothesis 3a 
It was anticipated that the level of gay identity development would be positively 
related to reported level of self-esteem, and negatively related to physiological stress. This 
hypothesis was tested using a bivariate correlation, with gay identity development, reported 
level of self-esteem and the physiological stress markers as the variables. 
Hypothesis 3b 
It was hypothesized that there would be a significant positive relationship between 
self-esteem and developmental gay identity development. This hypothesis will be tested 
using a bivariate correlation. In this analysis, reported self-esteem was analyzed with the 
phase of gay identity development to determine if there was a significant relationship. 
Hypothesis 4 
It was expected that cumulative life stressors and emotional distress would be 
significantly related to the physiological stress response. This hypothesis was tested using a 
correlation analysis, with the item frequencies and gay-related physiological stress response 
as the variables. 
Power Analysis 
The "power" of a statistical analysis refers to the likelihood that the test would 
produce a statistically significant result, given that the variable outcome being tested is in 
fact present. More recently, Witte and Witte (2008) defined statistical power of a hypothesis 
as the probability of detecting a particular effect; that is, of rejecting a false null hypothesis. 
Power analyses are generally conducted prior to data collection in order to determine 
appropriate sample size for meaningful outcomes. Power analyses for this study were 
performed using the computer program G-Power (Version 3.0.3 for Windows) (Buchner, 
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Erdfelder, Faul & Lang, 1992). The power analyses were conducted for each research 
hypothesis on the basis of the planned statistical analysis procedures. 
Hypothesis 1 
A power analysis was conducted in order to have meaningful outcomes. The first 
hypothesis, comparing physiological stress markers as the dependent variable and the levels 
of internalized heterosexism as the independent variable, was tested using a simple 
regression. With alpha = 0.05 and power = 0.80, a sample size of 82 is required. 
Hypothesis 2a and 2b 
This hypothesis was tested using a correlation analysis. In this analysis, the gay 
identity development and the physiological stress markers were the variables. With an alpha 
level of 0.05, the required sample size was 77 with an effect size of 0.15 and power at 0.80. 
Hypothesis 3a 
Hypothesis 3a was tested using a correlation. The variables were the reported levels 
of self-esteem, the gay identity development, and the measures of the physiological stress 
response. To have meaningful outcomes, with an alpha level of 0.05, a sample size of 68 
with an effect size of 0.15 and power at 0.80 was required. 
Hypothesis 3b 
A power analysis was conducted in order to have meaningful outcomes. The reported 
levels of self-esteem were used as the dependent variable, and the gay identity development 
was analyzed as the independent variable. With alpha = 0.05 and power = 0.80, a sample 
size of 82 is required. 
I
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,I Hypothesis 4 
I 
I 
This hypothesis was tested using a correlation analysis in which the experiences of 
1 emotional distress and life stressors, and the various measurements of the physiological stress 
i j 
response, were the variables. To have meaningful outcomes, a sample size of 68 with an 
alpha of 0.05, an effect size of 0.15, and power at 0.80 was required. 
Summary 
Given the power analysis results, this study included a sample of 82 self-identifying 
White gay males. The hypotheses were tested after the data were collected and analyzed 
using SPSS version 17.0. Upon completion of the study, there was a donation made on 
behalf of the participants to a selected LGBT research organization. 
j 
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! CHAPTER IVi 
! 
, RESULTS 
I This chapter provides the descriptive statistics for the physiological measures, 
f Internalized Heterosexism, Gay Identity Development, Self-Esteem, results of the hypothesis 1 
I 
! { 
tests, supplemental analyses, and summary of the findings of this study. Descriptive statistics 
I 
I of the sample are also detailed in this chapter. 
I Purpose of the Study 
I The purpose of this study was to determine how gay men react to experiences of heterosexism. It is known that the LGBT population is at risk for experiences ofI 
1 discrimination and prejudice (Herek, 2009; Herek, et aI., 1997; Langton & Planty, 2011); 
i 
l however, there did not seem to be a coherent biopsychosocial model to help understand how I 
I the LGBT population is affected by these experiences. This study also sought to explore the 
j contribution of relationship status, gay identity development, socioeconomic status (SES), 
I and self-esteem, as they related to the stress response. The total sample size for this study 
I
l was 89, and included only those participants who identified as White gay males (N=82). One 
I participant was not included after he selected he was Bisexual, another was excluded after he 
! 
scored in Stage 1, and two other participants were not included, since they selected Hispanic, 
1 
I along with White, as their raciaVethnic identity. Lastly, there were three surveys that were 
excluded after contact was terminated and the biofeedback follow-up appointment did not 

I occur. All analyses were performed using the Statistical Package for Social Sciences (SPSS 

I 
 Version 17 for Windows). 

I
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Descriptive Statistics 
All of the participants (100%) were males (N=81). The age of the participants ranged 
from 18 to 76 years old. The mean age for the participants in this study was 38.1 years old, 
with a standard deviation of 13.93. All of the participants (N=81) identified their sexual 
orientation as gay. 
Participants' Relationship Status 
Regarding the relationship status, 53 participants indicated that they were single 
(64.6 %), 24 participants marked that they were in a relationship (29.3%), and 4 selected that 
they were married or in a union (4.9 %). Of those who reported that they were either in a 
relationship or married, 7 of the participants (24.1 %) selected that they were in an open 
relationship, and the remaining 21 partnered participants (72.4 %) indicated that they were 
monogamous. The average length of relationship was 54.15 months (4.5 years; SD=64.17), 
where the longest relationship was 244 months (20.3 years) and the shortest was 5 months. 
Table 1. 
Relationship Status, Type and Length 
N Percent 
Relationship Status 
Single 
In a relationship 
Married/union 
Relationship Type 
Monogamous 
Open 
53 
24 
4 
7 
21 
64.6 
29.3 
4.9 
24.1 
72.4 
N M SD 

Length of 

Relationship 28 54.15* 64.17* 

* length in months 
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Participants' Religion 
Every participant completed this question, and 44 participants indicated that they 
practiced a religion (53.7 %) and 38 indicated that they did not (46.3 %). Participants were 
able to write in their practiced religion, and 29 indicated that they practiced Catholicism or 
Roman Catholicism (42.7 %),4 reported that they were Jewish (4.9 %), 3 were Christian 
(3.7 %), 2 were Greek Orthodox, 2 Lutheran, and 2 Presbyterian (2.4 % each), and 1 
Buddhist, 1 Orthodox, 1 Pentecostal, 1 Unitarian, and 1 Wicca (1.2 % each). 
Occupational Status, Income, and Education 
Each participant was asked to complete the demographic questionnaire, which 
included items related to their occupational status, income, and highest earned education. 
Fifty-one of the participants (62.2 %) reported that they were employed full time, 11 were 
employed part time (13.4 %), 6 participants were not employed, 6 others were full-time 
students, and 6 were retired (7.3 % each). Two participants were both employed part/full 
time and full time students (2.4%). Three participants did not answer for their estimated 
household income. Of the remaining 79 participants, 29.3 % of the (N=24) participants 
reported that they earned over $100,000,22% (N=18) indicated they earned between $41,000 
and $60,000, 13.4 % (N=11) reported earning less than $20,000, and 12.2 % of the 
participants reported that they earned either between $21,000 and $40,000, or between 
$81,000 and $100,000 (N=lO for each category). Lastly, level of education ranged from a 
high school degree to a post-graduate degree. Thirty-six percent (N=30) reported that they 
earned a college degree, 35.4 % (N=29) earned a high school degree, 23.2 % (N=19) earned 
a graduate degree, and 4.9% (N=4) earned a post-graduate degree. 
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Height, Weight, and Handedness 
Participants' average height was 69.88 inches (5'8"), with a standard deviation of 
2.50. The heights of the participants ranged from 64 to 75 inches. Participants' reported 
average weight was 185.96 pounds, with a standard deviation of 35.34. The reported weights 
ranged from 125 to 280 pounds. Lastly, 63 participants (76.8 %) reported that they were 
right-hand dominant, 17 participants (20.7 %) were left-hand dominant, and 2 participants 
(2.4 %) reported that they were ambidextrous. 
Family Medical History 
Participants were asked to record whether there was a significant family medical 
history for various health disorders, or current medical problems. Forty participants (48.4 %) 
reported having high blood pressurelhypertension; 24 (29.3 %), depression; 17 (20.7 %), 
diabetes; 16 (19.5 %), cancer; 14 (17.1 %), anxiety; 8 (9.8 %), rheumatoid arthritis; 5 (6.1 %), 
stroke; 5 (6.1 %), obsessive-compulsive disorder; 4 (4.9 %), seizures; 3 (3.7 %), attention-
deficit hyperactivity disorder; 2 (2.4 %), schizophrenia; and no participants reported 
fibromylagia. 
Prticipant's Substance Use 
Caffeine consumption. Three (3.7%) participants reported that they never drink 
caffeine; 56 (68.3 %), daily; 19 (23.2 %), weekly; 2 (2.4 %), monthly; and 2 (2.4 %), more 
than monthly. All of the participants completed this question. 
Cigarette smoking. Forty-one (50 %) participants reported that they never smoke 
cigarettes; 32 (39 %), daily; 8 (9.8 %), weekly; 1 (1.2 %), monthly; and none answered more 
than monthly. All of the participants also completed this question. 
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Marijuana smoking. Fifty-four (65.9 %) of the participants reported that they never 
smoke marijuana; 9 (11 %), daily; 6 (7.3 %), weekly; 1 (1.2 %) monthly; and 12 (14.6 %), 
more than monthly. All participants completed this question. 
Alcohol consumption. Nine (11 %) ofthe participants reported that they never 
drink alcohol; 6 (7.3 %), daily; 48 (58.5 %), weekly; 15 (18.3 %), monthly; and 4 (4.9 %), 
more than monthly. Every participant completed this question. 
Cocaine use. Sixty-five (79.3 %) indicated that they never use cocaine; no 
participants reported using cocaine daily; 6 (7.3 %), weekly; 3 (3.7 %), monthly; and 7 
(8.5 %), more than monthly. One participant did not answer this question. 
Other substances. Each participant could select an "other" substance on the 
demographic questionnaire and write in his response, but most participants chose to leave 
this answer blank. Of those who wrote a response, one wrote ecstasy more than monthly and 
one wrote GHB (i.e., Growth Hormone) more than monthly. 
Participants' Sleep and Restfulness 
The participants reported an average of 6.53 (SD= 1.10) hours of sleep per night and 
45.45 (SD=8.55) hours of sleep per week. Thirteen (15.9 %) of the participants reported that 
they felt well-rested (response number 1); 24 (29.3 %), rested (response number 2); 21 
(25.6 %), in the middle between rested and not well rested (response number 3); 18 (22 %), 
not rested (response number 4); and 6 (7.3 %), not well rested (response number 5). 
Participants' Mental Health 
Participants were asked whether they had received a mental health diagnosis or were 
in counseling. Twenty-seven (32.9 %) participants reported that they have been diagnosed 
with a mental health condition, and 55 (67.1 %) of the participants indicated that they had not 
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been diagnosed with a mental health condition. Ten participants (12.2 %) indicated that they 
had been treated for depression; 8 (9.6 %) reported that they were treated for anxiety or a 
combination of anxiety and depression; 5 (6.1 %,) for ADHD; 2 (2.4 %), for bipolar disorder; 
2 (2.4 %) wrote in HIV; and 1 (1.2 %), OeD. 
Fifteen (18.3 %) of the participants indicated that they were currently seeing a 
therapist, 65 (79.3 %) selected that they were not currently seeing a therapist, and 2 (2.4 %) 
participants wrote in that they have seen a therapist in the past. It is clear that having the 
"seeing a therapist in the past" option might have significantly changed these data. Based on 
the numbers of participants who have been diagnosed with a mental health condition, the 
number of participants seeking a therapist seems quite low. If, in fact, this number is 
representative of the percentage of LGBT individuals seeking therapy, this might well serve 
as a significant finding, suggesting the need for additional psychoeducation or outreach. This 
is not to suggest that there is a higher prevalence of psychopathology in LGBT individuals 
than in the general population, but simply that psychotherapy is beneficial, even for those 
individuals without a mental health diagnosis. 
Reported Outness 
Participants were asked various questions about how open they were regarding their 
sexual orientation. Sixty-three (76.8 %) of the participants reported that they were "living 
outside of the closet," and 19 (23.2 %) reported that they were sometimes living out. None 
of the participants reported that they were not open about their sexuality. Of the 66 
participants who completed the next portion of the question ("For how long have you been 
living out of the closet?"), 66 participants stated that they have been open about their 
sexuality for an average of 10.7 years (SD=7.41). Forty-nine of the participants (59.8 %) 
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reported that they were open about their sexuality at work, 9 (11 %) were not open, and 24 
(29.3 %) were sometimes open about their sexuality at work. Sixty-one (74.4 %) indicated 
that they were open about their sexuality with their family, 9 (11 %) were not open, and 12 
(14.6 %) were sometimes open. 
Participants were then asked whom they first came out to, and to describe this 
experience as positive, negative, mixed, or uneventful. Fifty-seven (69.5 %) of the 
participants reported that they first came out about their sexuality to their friends; 11 
(13.4 %), to their parents; 4 (4.9 %), to their siblings or other; 3 (3.7 %), to coworkers; and 3 
(3.7 %) were mixed between parents and friends and coworkers. With regard to the 
description of the event, 39 % (N=32) described it as positive; 35.4 % (N=29), as mixed; 
22 % (N=18), as uneventful; and 3.7 % (N=3) as negative. 
Descriptive Statistics Correlation Matrixes 
To determine if there were any significant relationships between the demographic 
variables and the key variables (Le., internalized heterosexism, gay identity development, and 
self-esteem) a correlation matrix was performed. There was a significant positive 
relationship (p<O.05) between IH and household income (See Table 2). 
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Table 2. 
Internalized Heterosexism and Household Income Correlation 
Total for IHP Household Income 
Total for IHP Pearson Correlation 
Sig. (2-tailed) 
N 
1 
80 
. 
. 239 
.036 
80 
Household Income Pearson Correlation .239 1 
Sig. (2-tailed) .036 
N 80 80 
•. Correlation is significant at the 0.05 level (Nailed). 
However, there were no other significant relationships between the key variables (Le., 
internalized heterosexism, gay identity development, and self-esteem) and any of the other 
demographic variables as shown in Table 3 below. Since there was a significant relationship 
between household income and Ill, income was also analyzed with the physiological 
measures, but there were no significant relationships. 
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Table 3. 
Correlation Matrix Between Key and Demographic Variables 
Religion Partner 
Self (yes or Relationship length (in 
IHP GIQ Esteem Age Height Weight no) Status months) Work Education 
IHP Pearson 1 -.148 -.210 -.104 -.121 .149 -.102 -.047 -.181 .000 -.114 
Sig. (2­
tailed) 
N 81 
.190 
81 
.064 
81 
.358 
81 
.289 
81 
.190 
81 
.368 
81 
.679 
81 
.387 
25 
1.000 
81 
.315 
81 
GIQ Pearson 
Correlat 
ion 
Sig. (2­
tailed) 
N 
-.148 
.190 
81 
I 
81 
-.085 
.452 
81 
.164 
.140 
81 
.055 
.628 
81 
.144 
.201 
81 
.002 
.989 
81 
.147 
.191 
81 
-.122 
.553 
26 
.019 
.86 
2 
81 
.198 
.075 
81 
Self 
Esteem 
Pearson 
Correlat 
IOn 
Sig. (2­
tailed) 
N 
-.210 
.064 
81 
-.085 
.452 
81 
1 
81 
.121 
.285 
81 
.009 
.934 
81 
.008 
.941 
81 
-.076 
.504 
81 
.031 
.788 
81 
.258 
.214 
25 
-.010 
.928 
81 
.066 
.564 
81 
Key Variables 
The key variables measured were internalized heterosexism (IH), gay identity 
development, and self-esteem. Table 4 shows the means and standard deviations for IH and 
self-esteem. The frequencies for gay identity development can be found in Table 5. 
Participants' Internalized Heterosexism 
Each participant completed the Internalized Homophobia Scale (llIP) (Herek, et al., 
1998). Of the 82 participants, 81 completed the IHP, with an average score of 14.5, lower 
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numbers indicating lower levels of internalized heterosexism. The scores for the IHP ranged 
from 9 to 41, with a standard deviation of7.29. Twenty-three participants (28%) scored a 9 
for the IHP, which was the smallest possible score to earn for this 9-item scale. Seventy-
seven percent of the participants scored below 18, indicating that this sample presented with 
low levels of IH (i.e., participants in this sample did not endorse the internalization of 
heterosexism). 
Participants'Self-Esteem 
Each participant was asked to complete the Rosenberg Self Esteem Scale (Rosenberg, 
1965). Scores for this scale ranged from 10 to 30. The average score was 23.64, with a 
standard deviation of 4.86. Table 4 highlights the item mean scores and the standard 
deviation for three of the measures that were administered. 
Table 4. 
Means and Standard Deviations for Internalized Heterosexism & Self-Esteem 
N M SD 

Internalized 
Heterosexism 81 14.5 7.29 
Self-Esteem 81 23.64 4.86 
Participants' Stage of Gay Identity 
Each participant completed the Gay Identity Questionnaire (GIQ) (Brady & Busse, 
1994). If scores were equal between two stages, participants were considered to be in 
between those two stages. For example, one participant scored equal items for Stages 4 and 
6, and was therefore coded as being in Stage 4/6 (N=l. (This participant was excluded from 
the data set as he was the only participant to score as such and was determined an outlier). 
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Sixty-seven participants (81.8%) scored in Stage 6, seven (8.5 %) scored in Stage 5, seven 
(8.5 %) scored in Stage 4, and one participant (1.2%) scored in Stage 1. 
Table 5. 
Frequencies and Percentages for Gay Identity Development 
Stage 1 1 1.2 
Stage 2 0 0 
Stage 3 0 0 
Stage 4 7 8.5 
Stage 5 7 8.5 
Stage 6 67 81.8 
Total 82 
Participants' Biofeedback Data 
Each participant was connected to the Infiniti Pro, after having completed the survey 
protocol, by which heart rate variability, skin conductance, and skin temperature were 
measured while viewing a vignette that depicted heterosexism. Table 6 shows the descriptive 
statistics for each of the measured physiological components. Throughout the analyses, the 
labels for the physiological measures are written as "Baseline," "Stimulus" (or "Stirn"), and 
"Difference" (or "Diff), which indicate the mean value during the 30-second baseline video 
(Le., a neutral scene of flowers), the mean value recorded during the vignette, and the 
difference between the baseline and stimulus, respectively. To determine the difference 
between the mean scores at baseline and during the exposure to the stimulus, the mean value 
from the exposure to the stimulus was subtracted from the baseline mean. Therefore, a 
positive value represented an increase during the exposure to the stimulus, whereas a 
negative value indicated a decrease from the baseline when the participant was exposed to 
the stimulus. 
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Table 6. 
Means and Standard Deviations for the Biofeedback Data 
M SD 
Heart Rate Variability Baseline 78.02 12.99 
Heart Rate Variability Stimulus 79.16 13.50 
Heart Rate Variability Difference 1.19 4.61 
Skin Conductance Baseline 1.74 3.11 
Skin Conductance Stimulus 1.84 3.21 
Skin Conductance Difference 0.10 0.34 
Skin Temperature Baseline 84.86 6.67 
Skin Temperature Stimulus 85.66 9.96 
Skin Temperature Difference 0.99 1.87 
Primary Analyses 
Hypothesis 1 
The first hypothesis examined whether gay identity development would predict the 
stress response (i.e., skin conductance) of gay men. Table 7 shows that gay identity 
development alone was not a significant predictor for the stress response. Gay identity 
development accounted for only 3.6 % of the variance of the stress response, and the 
shrinkage to 2.4 % suggested that gay identity development is even less likely to account for 
the variance of the stress response in the general gay population. With a Durbin-Watson 
value of 2.153, the assumption of independent errors is tenable. 
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Table 7. 
Simple Regression Model Summary for Gay Identity Development 
Model R R Square 
Adjusted R 
Square 
Std. Error of the 
Estimate Durbin-Watson 
1 .189a .036 .024 .33936 2.153 
a. Predictors: (Constant), Gay identity development 
b. Dependent Variable: Skin conductance difference 
Further, an F value of 2.930 suggested that the already insignificant account of 
variance that gay identity development has on the stress response could have occurred by 
chance. Of course this value is greater than one, however; and with such a small R2 value 
and this F value together, Hypothesis I was rejected. 
Table 8. 
Simple Regression ANOVA Model Summary for Gay Identity Development 
Model Sum of Squares df Mean Square F Sig. 
1 Regression 
Residual 
Total 
.337 
9.098 
9.435 
1 
79 
80 
.337 
.115 
2.930 .091 a 
a. Predictors: (Constant), Gay identity development 
b. Dependent Variable: Skin conductance difference 
Hypothesis 2 
A bivariate correlation analysis was performed to test the strength of the relationship 
between the gay identity development and the physiological stress response variables. Using 
a one-tailed correlation analysis, it was determined that there were no significant 
relationships between the skin conductance variables and gay identity development. 
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Table 9. 
Skin Conductance (SC) and Gay Identity Development 
Gay Identity 
SC 
Baseline 
SC 
Stimulus SC Diff. 
Gay Identity Pearson Correlation 
Development Sig. (I-tailed) 
N 
1 
81 
.011 
.918 
81 
.031 
.784 
81 
.192 
.085 
81 
Skin Pearson Correlation 
Conductance Sig. (I-tailed) 
Baseline N 
.011 
.918 
81 
1 
81 
.995** 
.000 
81 
.344** 
.002 
81 
Skin Pearson Correlation 
Conductance Sig. (I-tailed) 
Stimulus 
N 
.031 
.784 
81 
.995** 
.000 
81 
1 
81 
.409** 
.000 
81 
Skin Pearson Correlation 
Conductance Sig. (I-tailed) 
Difference 
N 
.192 
.085 
81 
.344** 
.002 
81 
.409** 
.000 
81 
1 
81 
**. Correlation is significant at the 0.01 level (I-tailed). 
When analyzing the heart rate variability, no significant relationships were found 
between the gay identity development and heart rate variability at baseline, during the 
exposure to the stimulus, or with the difference between the two variables (See Table 10). 
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Table 10. 
Heart Rate Variability (HR) and Gay Identity Development 
Gay Identity HR HR Stimulus HR Diff. 
Gay Identity Pearson Correlation 
Development Sig. (I-tailed) 
N 
1 
81 
.003 
.982 
81 
.016 
.889 
81 
.042 
.706 
81 
Hear Rate Pearson Correlation 
Variability Sig. (I-tailed) 
Baseline N 
.003 
.982 
81 
1 
81 
.941** 
.000 
81 
.077 
.493 
81 
Heart Rate Pearson Correlation 
Variability Sig. (I-tailed) 
Stimulus N 
.016 
.889 
81 
.941** 
.000 
81 
1 
81 
.265** 
.008 
81 
Heart Rate Pearson Correlation 
Variability Sig. (I-tailed) 
Difference N 
.042 
.706 
81 
.077 
.493 
81 
.265** 
.016 
81 
1 
81 
**. Correlation is significant at the 0.01 level (I-tailed). 
There were also no significant relationships found between the level of gay identity 
development and the skin temperature at baseline, during the exposure to the stimulus, or the 
difference between the two (See Table 11). 
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Table 11. 
Skin Temperature (ST) and Gay Identity Development 
I 

i j 
j 
I 

I 

I 
I 

i 
i 
! 
Gay Identity ST Baseline ST Stimulus 
ST 
Difference 
Gay Identity Pearson Correlation 
Development Sig. (2-tailed) 
N 
1 
81 
-.118 
.293 
81 
-.098 
.380 
81 
.053 
.635 
81 
Skin Pearson Correlation 
Temperature Sig. (2-tailed) 
Baseline N 
-.118 
.293 
81 
1 
81 
.907** 
.000 
81 
-.362** 
.001 
81 
Skin Pearson Correlation 
Temperature Sig. (2-tailed) 
Stimulus N 
-.098 
.380 
81 
.907** 
.000 
81 
1 
81 
-.443** 
.000 
81 
Skin Pearson Correlation 
Temperature Sig. (2-tailed) 
Difference N 
.053 
.635 
81 
-.362** 
.001 
81 
-.443** 
.000 
81 
I 
81 
1 **. Correlation is significant at the 0.0 I level (2-tailed). I 
! 
I 
Hypothesis 3 
i 
i 
To test whether there was a significant relationship between the levels of self-esteem 
I 
I 
and physiological stress reaction, a bivariate correlation was performed. Skin conductance 
was found to be significantly related to level of self esteem at all points, including at baseline 
(p<0.05), during the exposure to the stimulus (p<0.05), and the difference between the two 
I (p<O.Ol). 
i 
1l 
" 
,j 
1 
~ 
j 
1 
I 
i 
I 
l 
I 
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Table 12. 
Skin Conductance (SC) and Self-Esteem 
! 

I 
I 
!

.~ 
I 
-i 
I

J 
I 
~ 
I 
I 
I 
t 
J 
1 
i 
l, 
J 
j 
SC SC 
Self Esteem Baseline Stimulus SC Diff. 
Self Esteem Pearson Correlation 1 -.236* -.240* -.277** 
Total Sig. (I-tailed) .017 .016 .006 
N 81 81 81 81 
Skin 
Conductance 
Baseline 
Pearson Correlation 
Sig. (I-tailed) 
N 
-.236* 
.017 
81 
1 
81 
.995** 
.000 
81 
.344** 
.001 
81 
Skin 
Conductance 
Stimulus 
Pearson Correlation 
Sig. (I-tailed) 
N 
-.240* 
.016 
81 
.995** 
.000 
81 
1 
81 
.409** 
.000 
81 
Skin Pearson Correlation -.277** .344** .409** 1 
Conductance Sig. (I-tailed) .006 .001 .000 
Difference N 81 81 81 81 
.~ 
*. Correlation is significant at the 0.05 level (I-tailed). I 
**. Correlation is significant at the 0.01 level (I-tailed). I 
t 
I 
When analyzing the heart rate variability, a significant positive relationship was 
found between heart rate variability difference and self-esteem, using a one-tailed test 
, 
i (p<0.05) as shown below in Table 13. 
i 
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Table 13. 
Heart Rate Variability (HRJ and Self-Esteem 
HR HR HR 
Self Esteem Baseline Stimulus Difference 
Self Esteem Pearson Correlation 1 .098 .023 .197* 
Total Sig. (I-tailed) .194 .420 .041 
N 81 81 81 81 
Heart Rate 
Variability 
Baseline 
Pearson Correlation 
Sig. (I-tailed) 
N 
.098 
.194 
81 
1 
81 
.941 ** 
.000 
81 
.077 
.247 
81 
Heart Rate Pearson Correlation .023 .941 ** 1 -.265** 
Variability Sig. (I-tailed) .420 .000 .008 
Stimulus N 81 81 81 81 
Heart Rate Pearson Correlation .197* .077 -.265** 1 
Variability Sig. (I-tailed) .041 .247 .008 
Difference 
N 81 81 81 81 
*. Correlation is significant at the 0.05 level (I-tailed). 
**. Correlation is significant at the 0.01 level (I-tailed). 
Lastly, when analyzing the relationship between skin temperature and self-esteem, no 
significant relationships were found, either using a one-tailed or two-tailed analysis (see 
Table 14). Consistent with the findings in this study, it seemed that skin temperature was not 
a sensitive measure, and will be addressed in the discussion section in Chapter V. 
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Table 14. 
Skin Temperature (ST) and Se~f-Esteem 
Self Esteem ST Baseline ST Stimulus 
ST 
Difference 
Self Esteem Pearson 
Total Correlation 
1 .106 .050 .007 
Sig. (2-tailed) .349 .663 .951 
N 81 81 81 81 
Skin Pearson 
Temperature Correlation 
.106 1 .907** .362** 
Baseline Sig. (2-tailed) .349 .000 .001 
N 81 81 81 81 
Skin Pearson 
Temperature Correlation 
.050 .907** 1 .443** 
Stimulus Sig. (2-tailed) .663 .000 .000 
N 81 81 81 81 
Skin Pearson 
Temperature Correlation 
.007 .362** .443** 1 
Difference Sig. (2-tailed) .951 .001 .000 
N 81 81 81 81 
**. Correlation is significant at the 0.01 level (2-tailed). 
Self-esteem, internalized heterosexism and gay identity development. To test 
whether there was a significant correlation between self-esteem, internalized heterosexism, 
and gay identity development, a correlation matrix was performed. There was a significant 
negative relationship between self-esteem and internalized heterosexism (p<0.05). This 
suggests that, as an individual reported higher levels of self-esteem, he endorsed lower levels 
of internalized heterosexism. 
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Table 15. 
Correlation Matrix Among Self-Esteem, Gay Identity Development & Internalized 
Heterosexism 
Self Esteem Gay Identity III 
Self Esteem Pearson Correlation 1 -.120 -.210' 
Total Sig. (I-tailed) .147 .032 
N 81 81 81 
Gay Identity 
Development 
Pearson Correlation 
Sig. (I-tailed) 
N 
-.120 
.147 
81 
1 
81 
-.101 
.188 
81 
Internalized 
Heterosexism 
Pearson Correlation 
Sig. (I-tailed) 
N 
-.210' 
.032 
81 
-.101 
.188 
81 
1 
81 
*. Correlation is significant at the 0.05 level (I-tailed), 
Hypothesis 4 
Cumulative life stressors. Frequency analyses were performed to determine the 
most common experiences of distress among the gay male population. Participants were 
asked to identify items that they had experienced within their lifetime. Table 16 shows the 
most frequently reported experiences of emotional distress related to sexual orientation or 
sexual identity. 
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Table 16. 
GALES Items Related to Sexual Identity 
Item Question Response Frequency Percent 
3. Your lover died. No 74 90.2% 
42. You admitted to yourself that you could be/were gaylbisexual Yes 73 89% 
43. You came out to an immediate member of your family Yes 70 85.4 % 
44. You told someone that you were gaylbisexual Yes 75 91.5 % 
45. You went to a gay nightclub/bath, etc for the first time Yes 72 87.8 % 
46. You came out to your workmates Yes 69 84.1 % 
48. Somebody tells an anti-gay joke in your presence Yes 75 91.5 % 
Of utmost significance here is that 91.5 % of the participants indicated that someone 
had told an anti-gay joke in their presence. This number is much higher than that which was 
suggested by Herek (2009), who found that LGBT individuals reported that they had 
encountered such discrimination approximately 20-60 % of the time. Certainly, the societal 
acceptance of politically incorrect statements and entertainment (e.g., television shows such 
as Bill Maher or Chelsea Lately) might affect one's reaction. However, findings from this 
study might suggest that, even when a gay male with low levels of IH and high levels of self-
esteem does not believe that he is affected by these "jokes," there may be a stress reaction. 
There were many experiences which involve issues surrounding school, work, and 
family that also seemed to be common among this sample. The items that were seemingly 
unique to the LGBT popUlation are listed in Table 17. 
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Table 17. 
Selected Significant GALES Items 
Item Question ResEonse Freguenc,Y Percent 
47. A close family member/friend/workmate who is Yes 69 84.1 % 
not gay found out that you are gay 
49. You have to live/work/socialize with someone who Yes 42 51.2 % 
is homophobic. 
50. You were beaten up, physically abused or arrested No 68 82.9 % 
because you were gay 
51. You were hassled or verbally threatened by another Yes 46 56.1 % 
because you were gay. 
54. You decided to have an HIV test. Yes 61 74.4% 
55. You find out your lover has the AIDS virus No 67 81.7 % 
56. You find out a person with whom you had a sexual Yes 22 26.8 % 
encounter or relationship has the AIDS virus. 
57. You find out a close friend of yours (not a lover) Yes 47 57.3 % 
has an AIDS-related condition. 
59. You found out that you had a sexually transmitted Yes 26 31.7 % 
disease (e.g., syphilis, gonorrhea). 
60. You went for an HIV (AIDS) test and were told Yes 61 74.4 % 
that you did not have the virus. 
66. You find out an acquaintance has an AIDS-related Yes 60 73.2% 
condition 
Post-hoc Analyses 
With skin conductance appearing to be the most sensitive to the stress response for 
this study, a correlation analysis was conducted with the skin conductance at baseline, during 
the stimulus exposure, and the difference between the two measurements, with items 44 and 
48 (see above) from the GALES to explore the nature of a significant relationship. A one-
tailed correlation analysis (p<0.05) indicated a significant relationship between the skin 
conductance baseline and skin conductance during the exposure to the stimuli. There was no 
significant relationship between the skin conductance difference and these two GALES test 
items (Le., 44. You told someone that you were gay/bisexual; and 48. Somebody tells an 
anti-gay joke in your presence). 
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Table 18. 

Skin Conductance and GALES Items 44 & 48 

GALES GALES SC 
#44 #48 Stimulus SC Baseline SC Diff. 
GALES Item Pearson Correlation 1 .688** .219* .223* .027 
Number 44 Sig. (I-tailed) .000 .024 .022 .406 
N 81 81 81 81 81 
GALES Item Pearson Correlation .688** 1 .241 * .249* .019 
Number 48 Sig. (I-tailed) .000 .015 .012 .433 
N 81 81 81 81 81 
Skin 
Conductance 
Stimulus 
Pearson Correlation 
Sig. (I-tailed) 
N 
.219* 
.024 
81 
.241* 
.015 
81 
1 
81 
.995** 
.000 
81 
.409** 
.000 
81 
Skin 
Conductance 
Baseline 
Pearson Correlation 
Sig. (I-tailed) 
N 
.223* 
.022 
81 
.249* 
.012 
81 
.995** 
.000 
81 
1 
81 
.344** 
.001 
81 
Skin 
Conductance 
Difference 
Pearson Correlation 
Sig. (I-tailed) 
N 
.027 
.402 
81 
.019 
.429 
81 
.409** 
.000 
81 
.344** 
.001 
81 
1 
81 
**. Correlation is significant at the 0.01 level (I-tailed). 
*. Correlation is significant at the 0.05 level (I-tailed). 
To explore whether there was a significant relationship between the experiences of 
discrimination and the physiological stress response, a correlation between IH and item 50 on 
the GALES (i.e., asking whether the participant had been beaten up, physically abused or 
arrested because he was gay) was conducted. There was a significant negative relationship 
(p < 0.01) between this item and IH (r =-0.295). This suggests that, as the responses to this 
item increases (more people report having had these experiences), the level of internalized 
heterosexism decreases. 
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Table 19. 
Internalized Heterosexism GALES Number 50 
IH 
GALES # 
50 
Internalized Pearson Correlation 
Heterosexism Sig. (I-tailed) 
N 
1 
81 
-.295** 
.004 
81 
GALES Item Pearson Correlation 
Number 50 Sig. (I-tailed) 
N 
-.295** 
.004 
81 
1 
81 
**. Correlation is significant at the 0.01 level (I-tailed). 
Taking the other hypotheses into account and the primary experimental design (Le., 
correlational research) to examine if there was a significant relationship between IH and the 
stress response, an additional correlation analysis was run to see if there was a significant 
relationship between these variables. The table below (i.e., Table 21) shows that there were 
no significant relationships between IH and skin conductance. There were, however, 
significant relationships between IH and the heart rate variability difference value (See Table 
22). 
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Table 20. 
Internalized Heterosexism and Skin Conductance (SC) Correlations 
IH 
SC 
Baseline 
SC 
Stimulus 
SC 
Difference 
Internalized Pearson Correlation 
Heterosexis Sig. (I-tailed) 
m 
N 
1 
81 
-.083 
.232 
81 
-.096 
.199 
81 
-.097 
.196 
81 
Skin Pearson Correlation 
Conductance Sig. (I-tailed) 
Baseline 
N 
-.083 
.232 
81 
1 
81 
.995** 
.000 
81 
.344** 
.001 
81 
Skin Pearson Correlation 
Conductance Sig. (I-tailed) 
Stimulus 
N 
-.096 
.199 
81 
.995** 
.000 
81 
1 
81 
.409** 
.000 
81 
Skin Pearson Correlation 
Conductance Sig. (I-tailed) 
Difference 
N 
-.097 
.196 
81 
.344** 
.001 
81 
.409** 
.000 
81 
1 
81 
**. Correlation is significant at the 0.01 level (I-tailed). 
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Table 21. 
Internalized Heterosexism and Heart Rate Variability (HV) 
HV HV Peak HV 
IH Baseline Stimulus Difference 
Internalized Pearson Correlation 1 -.043 .039 .257* 
Heterosexis Sig. (2-tailed) .702 .732 .022 
m 
N 81 81 81 81 
Heart Rate 
Variability 
Baseline 
Pearson Correlation 
Sig. (2-tailed) 
N 
.043 
.702 
81 
1 
81 
.941 ** 
.000 
81 
-.077 
.493 
81 
Heart Rate 
Peak 
Stimulus 
Pearson Correlation 
Sig. (2-tailed) 
N 
.039 
.732 
81 
.94(* 
.000 
81 
1 
81 
.265* 
.016 
81 
Hear Rate 
Variability 
Difference 
Pearson Correlation 
Sig. (2-tailed) 
N 
.257* 
.022 
81 
-.077 
.493 
81 
.265* 
.016 
81 
1 
81 
*. Correlation is significant at the 0.05 level (2-tailed). 
**. Correlation is significant at the 0.01 level (2-tailed). 
Qualitative Analysis of the Vignette and Skin Conductance Peak 
It is important to note that, when investigating participants' peaks during the exposure 
to the stimulus, many participants peaked around the 2:20 minute mark when Bill O'Rielly 
stated that "sexual preference is different than race. You cannot choose to be Black, but you 
can choose to be gay" (See Appendix F for the full transcription of the vignette). It is unclear 
why the data or instruments did not fully capture this reaction, but possible explanations are 
provided in Chapter V. 
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Conclusions 
The results suggest partial support for the hypotheses of this study. Overall, it 
appeared that skin conductance was the most sensitive parameter to measure the stress 
response. This finding is based both on the quantitative analyses and the qualitative analysis 
with regard to the observed peaks in response to portions of the vignette. 
For the first hypothesis, it was expected that gay identity development would be a 
significant predictor for the stress response; however, it was not, and therefore Hypothesis 1 
was rejected. Due to the aforementioned significance and sensitivity of the skin conductance 
parameter as a measure of the stress response and the seemingly insignificant relationship 
with the other physiological measures (i.e., heart rate variability and skin temperature), skin 
conductance values were analyzed as the dependent variable for this hypothesis. 
Next, there was a significant positive relationship between the skin conductance 
difference and gay identity development (r = 0.192, P < 0.05). That is, as participants 
identified in higher stages of gay identity development, there was a decrease in the difference 
between the baseline and the exposure to the stimulus skin conductance. This hypothesis 
was supported within this domain, but there were no significant relationships found between 
gay identity development and either the skin temperature or heart rate variability values. 
With regard to self-esteem, hypothesis three postulated that as self-esteem increased, 
the physiological stress response would decrease. During the baseline and the exposure to 
the stimulus, there was a significant negative relationship (p < 0.05) between these two 
measurements and the level of self-esteem (r =-0.236 and r =-0.240, respectively). Further, 
there was also a significant negative relationship (p < 0.01) between the skin conductance 
difference and the level of self esteem (r =-0.277, p<O.01). This suggested that, as a gay 
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male reports higher levels of self-esteem, he is less likely to activate a stress response to 
experiences of heterosexism. Again, there was no significant relationship between skin 
temperature and the level of self-esteem, although there was a significant positive 
relationship (p < 0.05) between the difference in heart rate variability and the level of self 
esteem (r =0.197). Lastly, to explore the relationship between the predictor variables, a 
correlation matrix including IH, self-esteem, and gay identity development found that there 
was a significant negative relationship (p < 0.05) between IH and self-esteem (r =-0.210). 
Lastly, it was hypothesized that gay males would be likely to have similar 
experiences related to their reported emotional distress in response to heterosexism. Some of 
the items that represented a significant portion of the sample were listed in Tables 16 and 17. 
To explore the relationship between the physiological stress response and emotional distress 
experiences, items 44 and 48 were selected (44. You told someone that you were 
gaylbisexual; and 48. Somebody tells an anti-gay joke in your presence) to analyze with the 
physiological stress response indicators (Le., skin conductance), in order to determine if there 
was a significant relationship. There was a significant relationship between these two test 
items and the skin conductance at baseline and at the exposure to the stimulus. Possible 
explanations and interpretations for the study's results are provided in Chapter V. 
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CHAPTER V 

DISCUSSION, IMPLICATIONS, LIMITATIONS AND FUTURE DIRECTIONS 

Demographics and Physiological Measures 

The understanding of heterosexism is an essential aspect when working with and 
treating LGBT individuals. This study sought to explore the relationships between the 
physiological stress response, gay identity development, self-esteem, and internalized 
heterosexism (ill). There seems to be the need for a better understanding of a 
biopsychosocial model for the LGBT population with regard to experiences of heterosexism. 
This chapter discusses the statistical findings of the current study, compares this study to the 
findings of previous studies, discusses implications of this study, and provides future 
directions in the research of heterosexism and the LGBT population. 
Previous research has found that the LGBT population reports unequivocal 
experiences of prejudice and discrimination, when compared to other minority groups. These 
studies report experiences of heterosexism ranging from 20% to 40% of the population 
(Herek, 2009; Herek, et al., 1997). Fifteen percent of the reported hate crimes between 2003 
and 2009 were leveled against sexual minorities-second to race/ethnicity and association 
(Langton & Planty, 2011). It is likely that these numbers will begin to change as the gay 
rights movement continues to gain additional media exposure and societal acceptance (e.g., 
same-sex marriage and Don't Ask, Don't Tell). In this study, 56.1 % of the participants 
indicated that they had been hassled or verbally threatened by others because they were gay. 
Another 17.1 % reported that they were beaten up, physically abused, or arrested because 
they were gay. 
\
, 
I 
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In a recent study, Rosotsky and her colleagues (2007) found that the anticipation of 
stigma or discrimination can cause significant distress. To that end, the participants in this 
study reported that their experiences were based on their gay identity. These beliefs would 
seem to affect an LGBT individual's sense of self-concept, and perhaps impact his 
internalized heterosexism. 
The subjective nature of one's experience is just that, and should be normalized. This 
is similar to Marsha Linehan's intervention in Dialectical Behavioral Therapy (DBT), 
emotional validation (Lynch, Trost, Salsman & Linehan, 2007). It is not to say that one's 
emotions are correct or incorrect, but that they are his or her own. This too holds true when 
thinking about the subjective nature of a "perceived threat" (DSM-IV-TR, 2000). Many of 
the participants in this study reported negative experiences (e.g., being assaulted) as a result 
of their gay identity. These experiences negatively affect one's psychological and physical 
health. 
Demographics 
Based on this potentially negative experience related to one's gay identity, the 
homogeneity of the sample, and the importance of and interest in factors of resiliency, a 
correlation matrix was performed to determine the nature of the relationship between 
demographic variables (Le., household income, education, employment, etc.) and the various 
physiological stress markers. The correlation matrix of demographic variables and 
physiological measures did not result in many significant results. In fact, the only significant 
relationship was found between IH and household income (r-O.239, p<.05). This would 
suggest that households having higher income exhibit higher levels of IH. Perhaps it is true 
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that "money cannot buy happiness," as much of the pop culture media and literature have 
suggested (Herper, 2(04). 
Physiological Measures 
As noted throughout this study, the sensitivity of the physiological measures (i.e., 
skin conductance, heart rate variability, and skin temperature) varied. It seemed that the skin 
conductance measure was the most sensitive and captured a change (i.e., suggesting a stress 
reaction) most sensitively. It is important to note that the difference values (i.e., the exposure 
to the stimulus values subtracted by the baseline value) for each of the three physiological 
measures were positive. This demonstrated that the overall values for the participants, while 
exposed to the stimulus (i.e., a heterosexist vignette), were higher when compared to the 
baseline values (Le., a neutral scene). For the skin conductance and heart rate variability, this 
would suggest an overall physiological response during the exposure to the stimulus. 
However, for skin temperature, the opposite should be true to indicate a stress response. That 
is, during a stress reaction the skin temperature would typically decrease as the veins 
constrict (Radu, et aI., 2003). Therefore, an increase in the skin temperature during the 
exposure to the stimulus indicated that the participants' temperature did not change as a 
result of the stimulus. 
Discussion of the Results of the Hypotheses 
The first research question investigated whether gay identity development could 
predict the stress response of gay males as they encountered experiences of heterosexism. 
Hypothesis 1 postulated that gay identity development would predict the stress response in 
gay men as they were exposed to a heterosexist stimulus. This hypothesis was not supported 
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in this study. Gay identity development alone did not serve as an accurate predictor for the 
activation of the stress response and therefore hypothesis one was rejected. 
The second research question examined the relationship between gay identity 
development and the stress response. With regard to heart rate variability and skin 
temperature, no significant relationships were found between either of them and gay identity 
development. A significant positive correlation was found between the skin conductance 
difference and gay identity development. This suggests that, as gay men identify in higher 
levels of gay identity development, there is a decrease in the difference between the baseline 
and exposure to stimulus value of the skin conductance. Previous studies (Radu, et aI., 2003; 
Rockloff, et aI., 2007) have linked skin conductance (or Galvanic Skin Response) to the 
experimental groups, further supporting this finding from this study. 
The research involving the study of skin conductance levels varies with regard to a 
gamut of psychological disorders, mood symptoms, and clinical interventions (Erisman & 
Roemer, 2010; Ortner, Kilner, & Zelazo, 2007). Therefore, it is important to interpret these 
findings cautiously. Chida and Hamer (2008) identified the incidences where certain 
physiological variables were not vulnerable to emotional triggers. As mentioned earlier, their 
meta-analysis influenced the decision to utilize the specific physiological variables in this 
study. They concluded that there were insufficient high-quality studies to draw general 
conclusions. However, one conclusion was that poorer cardiovascular recovery was 
associated with general life stress (Chida & Hamer, 2008). Many of the participants 
endorsed significant life stress in this study, consistent with previous studies (Herek, 2009; 
Meyer, 2003; Rosotsky, et aI., 2007), which may place gay males at a higher risk for 
cardiovascular problems. 
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Although not entirely conclusive, it seems that the in vivo exposure to heterosexism 
(i.e., the Bill O'Reilly vignette) activated the participants' skin conductance in this study. 
There were significant peaks noted at the 1 :50-1 :56 minute mark of the stimulus exposure for 
a majority of the participants (approximately 80%) when Bill O'Reilly stated that" ... because 
race is not conduct. There is a difference between what you are what you do." Bill O'Reilly 
was comparing gay marriage to marriage between two "African Americans." Many of the 
participants showed peaks at this point; however, it is unclear why this was not more 
accurately captured in the findings. It is postulated that, since the exposure to the 
heterosexist event occurred after the baseline was established and ran for 3: 13 minutes, the 
mean score did not accurately capture this finding. 
The third research question investigated the relationship between self-esteem and the 
stress response. Skin conductance was significantly correlated with the level of self-esteem; 
there was also a significant relationship between the heart rate variability difference and self­
esteem. There was no significant relationship found between skin temperature and self­
esteem. 
Skin conductance was significantly correlated with self-esteem at all levels, including 
baseline, during the exposure to the stimulus, and the difference between the two. Increased 
levels of self-esteem were negatively correlated with the baseline and exposure levels, 
indicating that, as the participants reported higher levels of self-esteem, their stress response 
was less reactive. There was also a significant negative relationship between the skin 
conductance difference and the level of self-esteem. This can be interpreted that participants 
who reported higher levels of self-esteem were not as affected by the exposure to the 
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stimulus (Le., the heterosexism vignette), and subsequently had decreased differences 
between the baseline and the exposure levels. 
For the fourth and final hypothesis, the GALES was administered to gather the data 
regarding the cumulative life stressors. It was revised by Rosser and Ross (1989) and 
consists of three domains, including Emotional Distress (ED), Life Change (LC) and 
Experience (EX). There was a large variability of the ED and LC domains, and many 
participants were confused and unsure how to respond to the items. As a result of the 
participants' confusion, and based on the hypothesis which was interested in cumulative life 
stressors, only the EX domain was analyzed. This domain instructed the participants to place 
an X in the corresponding item number for any item they had experienced (See Appendix C). 
The fourth and final research question aimed to identify common experiences of 
stress and emotional distress for the LGBT population. It was thought that cumulative life 
distress would affect the stress response. First, consistent with previous research (Herek, 
2009), 17.1 % of the participants from this study indicated that they had been assaulted, 
physically abused or arrested because they were gay. Ninety-one percent of the participants 
had been in the presence of an anti-gay joke. This finding was also consistent with previous 
studies, and places the LGBT population at a greater risk of cumulative life stress related to 
their gay identity (Meyer, 2003; 
Swim, et aI., 2(09). 
Discussion of Post-hoc Analyses 
To test the relationship between cumulative life stress and skin conductance, the most 
significant and sensitive indicator of the physiological response, a correlation analysis was 
performed (Table 19). There was a significant relationship between the two GALES items 
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that measured affective distress and the skin conductance at baseline and during the exposure 
to the stimulus. Perhaps having experienced these events, being out about one's sexuality 
and being subjected to anti-gay jokes (91.5% of the sample endorsed being in the presence of 
an anti-gay joke), causes LGBT individuals to be hypervigilant when exposed to heterosexist 
comments. Further, it is possible that the baseline relationship was activating the stress 
response, since the participants had completed the surveys and knew they were going to be 
exposed to a video depicting a heterosexist event as was explained in the informed consent. 
Implications 
The results of this study have both theoretical and clinical implications for 
understanding (a) how gay identity development affects LGBT individuals, (b) how gay men 
are affected by heterosexism, (c) the affect that self-esteem has on physical health, (d) risk 
factors that LGBT individuals are faced with, and (e) which emotional distress events are 
most common among gay men. 
Theoretical Implications 
Gay identity development. Cass (1979) introduced, what is still today, the most 
widely used identity development model for the LGBT population. It was thought that gay 
identity development would serve as the most significant moderator of the physiological 
stress response. Findings from this study suggest that it affects the stress response, but not to 
the degree that was expected. It is possible that the Gay Identity Questionnaire (GIQ) did not 
accurately capture the gay identity development, or that the homogeneity of the sample did 
not produce statistically significant results. However, as one of the post-hoc analyses 
showed, self-esteem accounted for more of the variance in the stress response (as measured 
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by skin conductance). It is not to suggest that gay identity development is not an important 
construct to understand, but perhaps it could be captured more accurately. 
Mohr and Fassinger (2000) identified the many dimensions to the gay and lesbian 
experience. This current study supports the difficulty in quantitatively measuring one's 
global identity development, as many individuals possess countless identities and mood can 
significantly affect one's response to the test items. As with any generalization, one must be 
cautious in its interpretation. 
Self esteem. Self-esteem is similar to gay identity, in that it is difficult to capture its 
true effect on an individual's health, although there is an exorbitant amount of literature that 
supports its protective properties (Henley, 2010). In this study, self-esteem was significantly 
correlated with skin conductance, suggesting that individuals that reported higher levels of 
self-esteem were less likely to have a stress response to experiences of heterosexism. From a 
clinical perspective, which will be addressed shortly, a strength-based approach would 
enhance an LGBT individual's sense of self. An assessment of self-esteem could provide the 
client and clinician with valuable information to facilitate treatment planning. 
HIV/AIDS. Not very long ago, HIV/AIDS was referred to as the gay disease, and 
people living with AIDS were far more stigmatized (Herek & Glunt, 1995). In current times, 
it is possible that individuals might still make the inference that HIV/AIDS and an LGBT 
identity are synonymous. Perhaps it is because gay men encounter HIV/AIDS more 
frequently than their heterosexual counterparts, although the current prevalence rates identify 
African American females as the population with the most significant growth (A VERT: 
AIDS and HIV information, 2009). In 2006, African Americans represented 12% of the 
population in the USA living with HIV/AIDS, and accounted for 46% of HIV prevalence and 
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45% of new HN infections (World Health Organization, 2009). In this sample, 74.4 % 
(N=61) of the participants had decided to go for HN testing, 73.2 % (N=60) found out that 
an acquaintance has an AIDS-related condition, and 57.3 % (N=47) found out that a close 
friend has an AIDS-related condition. Also, 18.3 % of the participants reported that they 
found out a lover has AIDS, and 31.7 % have been diagnosed with a sexually transmitted 
disease (STD). 
Although protected sex within the gay male community may be growing, the 
exposure to STDs is still quite present. That type of hypervigilance described earlier, when 
an individual is anticipating a discriminatory act, may be salient because gay men are 
expecting to encounter HNIAIDS, and therefore become more vigilant as they engage in 
sexual encounters. 
Clinical Implications 
Stress. This study showed that there were significant relationships between the 
physiological stress activity (i.e., primarily skin conductance) and experiences of 
heterosexism. This finding was consistent with previous studies, which placed sexual 
minorities at an increased risk for stress-related illness (Meyer, 2003; Rosotsky, et aI., 2007). 
This study was able to connect it to the physiological stress response, as measured by the 
various physiological parameters, providing additional physical and mental health 
implications. 
Cochran and Mays (2007) showed that the fear of contracting HN increased the 
subjective physical health symptoms and reported distress. This would support the argument 
that physical health symptoms and distress do not equate to "pathology." Instead, it is the 
gay male's increased risk of mental health symptoms, his vulnerability, and hypervigilance 
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with regard to sexual activity and the fear of contracting HIV that produces psychological 
and physical symptoms. This study produced findings that correlate these experiences with 
the activation of the stress response. There were significant relationships found between the 
skin conductance and the experience of being tested for HIV IAIDS, and fear of contracting 
HIV/AIDS. However, this does not suggest causation-just that there is a significant 
relationship between these two items (i.e., physiological stress marker and HIV/AIDS 
awareness). Lastly, the epidemiological pattern found in this study was consistent with the 
pattern reported by Veno (2005) as having been found in previous studies. She stated that 
sexual minority adolescents reported higher levels of psychological distress than the majority 
of adolescents. 
Life stressors and distress. This study attempted to capture some of the most 
frequent experiences faced by gay males, in an attempt to increase awareness of the multiple 
sources of stress experienced by this particular group of White gay males, and to quantify the 
cumulative and chronic stressful experiences. More than 85% of the participants had come 
out about their sexual orientation to themselves or family members, or had told someone else 
that they were gay. Eight-four percent had come out to coworkers. This sample represented 
a group of White gay males who were living outside of the closet most of the time-hence 
placing them in the higher levels of gay identity development. Still, 91.5% of the sample 
showed a significant increase in skin conductance activity at baseline and in the in vitro 
exposure situation of being in the presence of somebody telling an anti-gay joke. This 
suggests that, the more often individuals are exposed to anti-gay jokes, the more their skin 
conductance would increase. It is possible that sexual minorities never become numb to 
heterosexism, and continue to be affected by these experiences across the lifespan. 
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Mental health and therapy. Previous studies have shown that sexual minorities 
report poorer mental health, when compared to heterosexuals (Cochran & Mays, 2007; 
Meyer, 2003; Sandfordt, et aI., 2006). Thirty-two percent of the sample reported that they 
had been diagnosed with a mental health condition, and 18.3 % indicated that they were 
currently seeing a therapist. Certain theoretical orientations (e.g., cognitive therapies) 
encourage termination, and short term therapeutic models which could affect these 
percentages. These numbers appear slightly higher than the general population statistics; an 
estimated 26.2 percent of Americans ages 18 and older-about one in four adults-suffer 
from a diagnosable mental disorder in a given year (National Institute for Mental Health 
[NIMH], 2(08). 
In 2008, 13.4% of adults in the United States received treatment for a mental health 
problem. This includes all adults who received inpatient or outpatient care and/or used 
prescription medication for mental or emotional problems (NIMH, 2(08). The sample of this 
study presented with a slightly higher percentage of mental health diagnoses (i.e., 32%), and 
a higher percentage of help seeking (i.e., 18.3%). This is a significant finding, as it appeared 
that the participants were open to psychotherapy, even with a wide variety of diagnoses. The 
diagnoses ranged from depression to Obsessive Compulsive Disorder (OCD), with the 
majority reporting some combination of depression and anxiety. Two participants wrote that 
they received counseling for HN. These findings are consistent with Swim, et al. (2009), 
who reported that exposure to heterosexism produced higher levels of anger and anxious 
mood. They also found that the participants reported a less positive or relaxed mood. 
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Limitations 
As with most research, there are many limitations to this study that are noteworthy 
when interpreting the results. The current study was achieved through a correlational design 
to determine significant relationships between multiple variables. Correlations provide 
researchers with significant relationships, but they cannot determine the causality of 
relationships. Therefore, researchers should cautiously interpret the results and the 
implications, and remain cognizant of the relational attributes of this type of research. In the 
future, using a mixed-methods design would be best when addressing both internal and 
external threats to validity. 
Multiple parameters were measured to capture the physiological stress response, as 
participants were subjected to in vivo exposure (i.e., a vignette depicting heterosexist 
remarks). Room temperature was measured, but could have affected the skin temperature 
results since not every meeting occurred in a controlled laboratory setting. For example, one 
collection occurred in a conference room at a local LGBT organization, and another in an 
office of a different LGBT organization in the northeast. 
Although the vignette was rated by a few psychologists and other professionals 
versed in queer theory, it is possible that the stress response elicited by the Bill O'Reilly 
vignette varied with participants' education, income, or other SES variables. It is also 
possible that individuals have become desensitized to such journalism and such anti-gay 
rhetoric. However, one might expect that individuals with higher levels of education would 
be more likely to know of Bill O'Reilly and his political perspectives. There was one 
participant who stated that he has a reaction every time he simply sees Mr. O'Reilly, 
irrespective of his comments. 
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Quantitative research attempts to capture a comprehensive picture through coded 
items which at times can limit data collection. For example, test items may not have fully 
captured the treatment histories of each participant, as evidenced by two participants who 
wrote that they had previously seen a therapist, but were not "currently in treatment," as the 
question denoted. Even though this was not a focus of this research or an experimental 
hypothesis, this information is valuable for clinicians as they encounter LGBT individuals in 
therapy, since previous research (Swim, et aI., 2009) placed the LGBT population at a higher 
risk of mental health diagnoses. 
Recruitment occurred at local LGBT organizations and events in the New York 
Metropolitan area. It is suspected that individuals attending such events have higher levels of 
gay identity development and strong support systems, positive self-concepts and healthy 
coping skills. It is also possible that these individuals are better nourished and better 
resourced, and possess fewer health risks; demographics alone may be explaining some of 
the lack of findings in certain areas. This limitation has been addressed in previous research, 
and is also noted here (Rosario, et aI., 2002). Additionally, this sample reported high 
educational achievement, low levels of internalized heterosexism, and high levels of gay 
identity development, which could have significantly affected the results, since such 
constructs might assume openness to experience, resilience, and other positive outcomes and 
sense of identity. 
This sample was purposely homogenous, in an attempt to control for the many 
variables of diversity that may interfere with the results. For example, there was concern 
about measuring the physiological stress response of a Black gay male, since it would be 
unclear which minority status would be reacting to the vignette. A Black gay male might 
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react to Bill O'Reilly because Bill O'Reilly is White, not because he was making heterosexist 
statements. This decision may have actually screened out other important risk factors. 
Consequently, there is a need to duplicate this study using a diverse sample of racially 
diverse sexual minorities, in order to attempt to understand the interaction among multiple 
minority statuses. 
Future Directions 
There were many significant findings in this study that can provide a framework from 
which other researchers can build upon. Research has supported the notion that LGBT 
individuals report higher levels of psychological symptoms (Veno, 2005), and therefore there 
is a need for effective interventions within the context of various environments and policies 
to protect the LGBT population (e.g., schools, workplace, etc). Now that there is additional 
awareness and continued support for this argument, there is a need for a better understanding 
of effective interventions to decrease these symptoms. There is a potential risk for gay males 
regarding the psychological and physical reactions to the fear associated with HIV/AIDS, 
and other STDs, that should be explored further. There is also the need to completely 
understand the relationship between multiple minority statuses and the research studying 
racial, ethnic and sexual minorities, which could help tease apart the mediating effects among 
these multiple minority identities. The inclusion of other sexual minorities (e.g., lesbians, 
bisexuals, and transgender) will be necessary to fully capture the LGBT population. Lastly, 
with an evolution of the traditional nuclear family, there is the need for a better 
understanding of LGBT identified families that are rearing children. 
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Appendix A 

Background Information 

Participant ID: ________Researcher:_______Date:_______ 
Please fill in the information below: 

DEMOGRAPHICS 

Date of Birth__________Handedness:_______ 

Age: (in years) Height Weight:________ 
Gender: 
__Male __Trangendered _Female 
Sexual Orientation: 
_Gay _Bisexual _MSM 
Race/Ethnicity _White 
(check all that apply) 	_Black or African American 
_Hispanic or Latino 
_Asian 
American Indian or Alaskan Native 
Native Hawaiian or Other Pacific Islander 
_Other__________ 
Do you practice or identify with a religion? _Yes _No 
IfYes, which religion? _____________________ 
Relationship Status: 
_In a relationship _Married (Union) _Single 
Length of relationship (in months ):_____ 
If you are in a relationship, what is your partner's gender: 
_Male _Transgendered _Female 
If you are in a relationship, how would you describe your relationship: 
_Monogamous _Open (Non-monogamous) 
_Other______________ 
Current Employment Status: 
_employed full time 	 _full time student 
119 
_employed part time _part time student 
_not employed _retired 
Approximate household income: 
_Below20K _61-80K 
_21-40K _81-looK 
_41-60K _Over lOOK 
Highest level of education completed: 
Grammar School _ College Degree 
Middle School _ Graduate Degree 
_ High School _ Post-graduate Degree 
PHYSICAL HEALTH 
Have you, your mother, or father been d.ia2nosed with, or received treatment 
for any of the following conditions within the last 6 months: 
IfYes, please circle the 
appropriate # below: 
You Mother Father 
High Blood Pressure 
Stroke 
Yes 
Yes 
No 
No 
1 
2 
1 
2 
1 
2 
Diabetes Yes No 3 3 3 
Hypertension Yes No 4 4 4 
DeDression Yes No 5 5 5 
Anxiety Disorder Yes No 6 6 6 
Schizophrenia 
ADHD 
Yes 
Yes 
No 
No 
7 
8 
7 
8 
7 
8 
Seizures/Epilepsy 
Obsessive­
Yes 
Yes 
No 
No 
9 
10 
9 
10 
9 
10 
StrokefTIA Yes No 11 11 11 
Cancer Yes No 12 12 12 
Cushin!!'s Svndrome Yes No 13 13 13 
Fibromval!!ia Yes No 14 14 15 
Rheumatoid Arthritis Yes No 15 15 15 
Please answer the following questions as best you can. 
How often do you have a drink containing caffeine? 
Never Daily Weekly Monthly >Monthly 
If so, when was the last time you used it? ____________ 
How often do you smoke cigarettes? 
Never Daily Weekly Monthly >Monthly 
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If so, when was the last time you used 
How often do you smoke marijuana? 
Never Daily Weekly Monthly >Monthly 
If so, when was the last time you used 
How often do you have a drink containing alcohol? 
Never Daily Weekly Monthly >Monthly 
If so, when was the last time you used 
How often do you use cocaine? 
Never Daily Weekly Monthly >Monthly 
If so, when was the last time you used 
Other: ____________________ 
Never Daily Weekly Monthly >Monthly 
If so, when was the last time you used it? ____________ 
On average, how many hours do you sleep per night?______--rper 
week?_____ 
On average, how well rested do you feel (1= well rested; 5= not well 
rested)?_______ 
MENTAL HEALTH 
Have you been diagnosed with mental health condition: _Yes _No 
If yes, please explain: ____________________ 
Do you see a therapist: _Yes_No Couples counseling: _Yes _No 
SEXUALITY 
Are you open about your sexuality and living "outside of the closet"? 
_Yes _No _Sometimes 
I 
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I 
J If Yes, how long have you been living out of the c1oset:________ 
Are you open about your sexuality in the workplace? _Yes _No _Sometimes1 
i Are you open about your sexuality with your family? _Yes _No _Sometimes 
1 To whom did you first disclose your sexuality? i 
_Parents _Siblings _Friends _Coworkers _Other_________ 
I How would you describe your "coming out" process: 
t _Positive _Negative _Mixed _Uneventful _Other_________ 
i 
1 
1 
I j
1 
1 
I j 
1 
1 
.1
.1 
I 
I 
! 
1 
1 
i j 
1 
1 
I 
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Appendix B 
Gay Identity Questionnaire (Brady & Busse, 1994) 
Directions: Please read the following statements carefully and then circle whether you feel 
the statements are true (T) or false (F) for you at this point in time. A statement is circled as 
true if the entire statement is true; otherwise, it is circled as false. 
i 

I 
1 
I 
I 
l 
.,1 
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I 
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1
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1. I probably am sexually attracted equally to men and women. True False 
2. I live a homosexual lifestyle at home, while at work/school I do not 
want others to know about my lifestyle. 
T F 
3. My homosexuality is a valid private identity, that I do not want made 
public. 
T F 
4. I have feelings I would label as homosexual. T F 
5. I have little desire to be around most heterosexuals T F 
6. I doubt that I am homosexual, but still am confused about who I am 
sexually. 
T F 
7. I do not want most heterosexuals to know that I am definitely 
homosexual 
T F 
8. I am very proud to be gay and make it known to everyone around me. T F 
9. I don't have much contact with heterosexuals and cant say that I miss it. T F 
10. I generally feel comfortable being the only gay person in group of 
heterosexuals . 
T F 
11. I'm probably homosexual, even though I maintain a heterosexual 
image in both my personal and public life. 
T F 
12. I have disclosed to 1 or 2 people (very few) that I have homosexual 
feelings, although I'm not sure I'm homosexual. 
T F 
13. I am not as angry about treatment of gays because even though I've 
told everyone about my gayness, they have responded well. 
T F 
14. I am definitely homosexual, but I do not share that knowledge with 
most people. 
T F 
15. I don't mind if homosexuals know that I have homosexual thoughts 
and feelings, but I don't want others to know. 
T F 
16. More than likely I'm homosexual, although I'm not positive about it 
yet. 
T F 
17. I don't act like most homosexuals do, so I doubt that I'm homosexual. T F 
18. I'm probably homosexual, but I'm not sure yet. T F 
19. I am openly gay and fully integrated into heterosexual society. T F 
20. I don't think that I'm homosexual. T F 
21. I don't feel as if I'm heterosexual or homosexual. T F 
22. I have thoughts I would label as homosexual. T F 
23. I don't want people to know that I may be homosexual, although I'm 
not sure if I am homosexual or not. 
T F 
24. I may be homosexual and I am upset at the thought of it. T F 
25. The topic of homosexuality does not relate to me personally. T F 
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26. Getting in touch with homosexuals is something I feel I need to do, 
even though I'm not sure I want to. 
T F 
28. I have homosexual thoughts and feelings but I doubt that I'm 
homosexual. 
T F 
29. I dread having to deal with the fact that I may be homosexual. T F 
30. I am proud and open with everyone about being gay, but it isn't the 
major focus of my life. 
T F 
31. I probably am heterosexual or non-sexual. T F 
32. I am experimenting with my same sex, because I font know what my 
sexual preference is. 
T F 
33. I feel accepted by homosexual friends and acquaintances, even though 
I'm not sure I'm homosexual. 
T F 
34. I frequently express thoughts to others, anger over heterosexuals' 
oppression of me and other gays. 
T F 
35. I have not told most of the people at work that I am definitely 
homosexual. 
T F 
36. I accept but would not say I am proud of the fact that I am definitely 
homosexual. 
T F 
37. I cannot imagine sharing my homosexual feelings with anyone. T F 
38. Most heterosexuals are not credible sources of help for me. T F 
39. I am openly gay around heterosexuals. T F 
40. I engage in sexual behavior I would label as homosexual. T F 
41. I am not about to stay hidden as gay for anyone. T F 
42. I tolerate rather than accept my homosexual thoughts and feelings. T F 
43. My heterosexual friends, family, and associates think of me as a 
person who happens to be gay, rather than as a gay person. 
T F 
44. Even though I am definitely homosexual, I have not told my family. T F 
45. I am openly gay with everyone, but it doesn't make me feel all that 
different from heterosexuals. 
T F 
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Appendix C 
Gay Affects and Life Events Inventory Items 
This questionnaire is confidential. Please do NOT place your name anywhere on the form. 
This questionnaire has three parts: 
(A) EMOTIONAL DISTRESS: "Amount of emotional distress" refers to the amount of 

emotional feeling caused by the event, regardless of the desirability of the event. Thus, 

emotional distress is about how much you would feel distressed with this event occurring in 

your life (whether or not you sec the event to be good or bad). 

You are asked to rate a series of life events as to their relative degrees of emotional distress. 

In scoring, use all ofyour experience in arriving at your answer. This means personal 

experience as well as what you have learned to be the case for others. 

The mechanics of the rating are these: The statement: "You had a serious non-fatal 
illness, injury or operation needing hospitalization or a month or two off work," has been 
given an arbitrary value of 10 on a scale of 0 (no emotional distress) to 20 (maximum 
emotional distress). As you complete each of the remaining events think to yourself, "Is this 
event more or less emotionally distressing than a serious illness?" If you decide the 
emotional distress is more, then choose a larger number and place it in the blank opposite the 
event in the column marked "ED" (for emotional distress). If you decide the event represents 
less than a major illness, then indicate how much less by placing a smaller number in the 
opposite blank. If the event is equal in emotional distress to a serious illness, record the 
number 10 opposite the event. 
PLEASE COMPLETE/COLUMN "ED" NOW. 
(B) LIFE CHANGE: "Extent of Life Change" refers to the amount of change in lifestyle and 
behavior caused by the event. As such, it measures both the intensity and the length of time 
necessary to accommodate to a life event, regardless of the desirability of the event. Thus, 
extent of life change is about how much and how long it would take you to adjust to this 
event occurring in your life (whether or not you sec the event to be good or bad). 
You are asked to rate a series of life events as to their relative degrees of life change. In 
scoring use all ofyour experience as well as what you have learned to be the case for others. 
The mechanics of the rating are these: The statement: "You had a serious non-fatal 
illness, injury or operation needing hospitalization or a month or more off work," has been 
given an arbitrary value of 10 on a scale of 0 (no life change) to 20 (maximum life change). 
As you complete each of the remaining events think to yourself, "Would this event require 
more or less life change than a serious illness?" "Would the adjustment take longer or shorter 
to accomplish?" If you decide the readjustment is more intense and protracted, then choose a 
larger number and place it in the blank directly opposite the event in the column marked 
"LC" (for life change). If you decide the event represents less and shorter readjustment than a 
major illness, then indicate how much less by placing a smaller number in the opposite blank. 
(If an event requires an intense readjustment over a short time span, it may approximate in 
value an event requiring less intense readjustment over a long period of time.) If the event is 
equal in readjustment to a serious illness, record the number 10 opposite the event. 
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Please note that some events may require a lot of life change but not much emotional 
distress. Other events may require little actual change of lifestyle and behavior but 
accompany much emotional distress. Finally, there may be sonic events that have an equal 
amount of change of lifestyle and emotional distress. Therefore, please do not refer to your 
answers in part A (about emotional distress) when filling in part B (about life change). 
PLEASE COMPLETE COLUMN "LC" NOW. 
(C) EXPERIENCE: Once more please go through the questionnaire and place an "X" (for 
experience) in the column marked "X" beside any event that has occurred in your life. Please 
note that all questionnaires are confidential, so do NOT place your name anywhere on the 
form. Finally, please fill out the questions on the final page. 
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QUESTIONS 

HEALTH 

1. You had a minor illness or injury like one needing a visit to the doctor or a couple of 
~ days off worki 
2. A close relative had a serious illness (from which they did not (lie) i 
I 	 BEREAVEMENT 3. Your lover died I 4. A close family member died (e.g., parent, brother, etc.) 

I Close friend or relative died (e.g., aunt, uncle, grandparent, cousin, etc.) 

I RELATIONAL 

I 
'1 6. 	 Your relationship. with your lover ended (not because of outside factors like having to 
leave the country or death)
i 7. There has been a marked improvement in the way you and your lover are getting on 
I B. There have been increasingly serious arguments with your lover 
l 9. You have been separated from your lover for more than a month for reasons other 
J. 
I 
I than relationship difficulties 
10. 	 You began a steady relationship with another man 
11. 	 You have been separated from your lover for more than a month because ofI 
I 
j relationship difficulties 

FRIENDS AND RELATIVES 

12. 	 There has been a serious increase in arguments or problems with someone who lives j at home (excluding a lover/partner) J 
1 	 13. You have been separated from someone important to you (other than your partner or 
close family members) 1 
14. 	 There have been serious problems with a close friend, neighbor or relative not living 
'1 
at home 
15. 	 There has been a marked improvement in the way you get on 
with someone close to you (excluding your lover/partner) 
16. A new person came to live in your household 

EDUCATION 

17. You failed an important exam 

lB. You completed your training program 

19. 	 You studied for, or did, important exams 
20. 	 You dropped out of your training program 
21. 	 You started a course (i.e., university, college, apprenticeship or other occupational 
training course) 

WORK 

22. 	 You began to have trouble or disagreements with your boss, supervisor or fellow 
workers 
23. 	 You started in a completely different type of job 
24. 	 You were sacked 
25. 	 You were downgraded or demoted at work 
26. You were promoted 
.1 
-j 
27 . You had a big change in the hours you worked 
1 28. 	 You had holidays for a week or more1 j 	 29. You have been unemployed and seeking work for a month or more 
l j 
:j 
" ~ 
1 
J 
! 
i; 
I 
I 
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30. 	 You had a big change in the people, duties or responsibilities in your work 
MOVING HOUSE 
31. You moved house (flat, etc.) in the city (town, etc.) where you work 
32. You moved to this city (town, etc) from elsewhere in the country 
33. You moved to this city (town, etc.) from overseas 
FINANCIAL AND LEGAL 
34.. You arc much better off financially 
35.Something you valued or cared for greatly was stolen or lost 
36. You had a jail sentence or were in prison 
37.You had moderate financial difficulties 
38.You had important problems with the police or the authorities (not related to your 
sexuality) leading to a court appearance 
39. You had a major financial crisis 
40. You had minor difficulties with the police or the authorities (e.g., speeding fine, etc.) 
which did not require a court appearance nor was related to your sexuality • • ­
41. You were involved in a traffic accident that carried serious risk to the health or life of 
yourself 

SEXUALITY 

42. You admitted to yourself that you could be/were gay/bisexual 
43. You came out to a member of your immediate family (e.g., parents, wife, child, etc.) 
44.You told someone else that you were gay/bisexual 
45. You went to a beat/gay nightclub/bath etc. for the first time 
46. You came out to your workmates 

GA Y LIFESTYLE 

47.A close family member/friend/workmate who is not gay found out you are gay 
48. Somebody tells an anti-gay joke in your presence 
49. 	 You have to live/work/socialize with someone who is homophobic (Le., unacccpting 
of gay people) 
50. 	 You were beaten up, physically abused or arrested because you were gay 
51. You were hassled or verbally threatened by another(s) because you wcrc gay 
52a. You had safe sex before you knew about AIDS 
52b. You had safe sex after you knew about AIDS 
53a. You had unsafe sex before you knew about AIDS 
53b. You had unsafe sex after you knew about AIDS 
DISEASE 
54. 	 You decided to have an HN (AIDS) test 
55. 	 You find out your lover has the AIDS virus 
56. 	 You find out a person with whom you had a sexual encounter or relationship has the 
AIDS virus 
57. 	 You find out a close friend of yours (not a lover) has an AIDS-related condition 
58. 	 You find out your lover has AIDS 
59. 	 You found out you had a sexually transmitted disease (e.g., syphilis:, gonorrhea) 
60. You went for an HN (AIDS) test and were told you did not have the virus 
61. 	 . Your doctor told you you have an AIDS-related condition 
62. 	 You went fo{an HN (AIDS) test and were told you have been in contact with the 
virus (antibody positive) 
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63. Your doctor told you you have AIDS 
64. You get some symptoms similar to those who get AIDS (swollen glands, diarrhea, etc.) 
65. You decided not to take an HIV (AIDS) test 
66. You find out an acquaintance has an AIDS-related condition 
You have reached the end of the questionnaire. Please place a tick in the box corresponding 
to the instructions you have finished:. 
I have finished part A (1 
(Now please go back and read part B). 
I have finished part B [] 

(NrHXl nlf>:l"f> (YO h:l~k :lncl re:lcl nart ~). 
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N.B.: PLEASE MAKE SURE YOU HAVE FILLED IN PARTS A, B, AND C BEFORE 

STARTING THIS PAGE. 

PLEASE FILL IN THE FOLLOWING INFORMATION ABOUT YOURSELF: 

1. Age: 
2. Gender: Male / Female 
For the next two questions, please use the following scale: 
O. Exclusively heterosexual (straight) with no homosexual 
(gay). 
I. Predominantly heterosexual, only incidentally homosexual. 
2. Predominantly heterosexual, but more than incidentally homosexual. 
3. Equally heterosexual and homosexual. 
4. Predominantly homosexual, but more than incidentally heterosexual. 
5. Predominantly homosexual, only incidentally heterosexual. 
6. Exclusively homosexual .. 
X. Don't know, refuse to answer. 
3. In the last three years, my sexual relationships have been __ 
4. In the last three years, I have felt or consider myself to be __ 
5. Are you currently in a monogamous relationship (Le., a relationship with only one 
sexual partner where both of you do not have sex with anyone else )? Yes / No 
If yes, for how long have you been in this relationship? months/years 
6. Ethnic Background: (tick one only) 
Australian [] 
Aboriginal [] 
European [] 
Mediterranean[] 
NZ Maori [] 
NZPakeha [] 
Pacific Islander [] 
African [] 
Asian [] 
American/Canada [] 
Other [] 
Thank you for answering this questionnaire. 
i 
I 
I 
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I, 	 AppendixD 
Internalized Homophobia (IHP) Scale Items 
Men's Version 
For each of the following statements, mark the response that best indicates your experiences as a 
gay person. Please be as honest as possible in your responses. 
1---------------2---------------3---------------4---------------5 
Strongly Disagree Strongly Agree 
1. 	 __I have tried to stop being attracted to men in general. 
2. 	 __If someone offered me the chance to be completely heterosexual, 1 would accept 
the chance. 
3. 	 __I wish 1 weren't gaylbisexual. 
4. 	 __I feel that being gaylbisexual is a personal shortcoming for me. 
5. 	 would like to get professional help in order to change my sexual orientation from 
gaylbisexual to straight. 
6. 	 __I have tried to become more sexually attracted to women. 
7. 	 __I often feel it best to avoid personal or social involvement with other gaylbisexual 
men. 
8. 	 __I feel alienated from myself because of being gaylbisexual. 
9. 	 __I wish that I could develop more erotic feelings about women. 
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AppendixE 
Rosenberg Self-Esteem Scale (Rosenberg, 1965) 
Instructions: Below is a list of statements dealing with your general feelings about yourself. If 
you strongly agree, circle SA. If you agree with the statement, circle A. If you disagree, circle D. 
If you strongly disagree, circle SD. 
1. 	 On the whole, I am satisfied with myself. SA A D SD 
2. 	 At times, I think I am no good at all. SA A D SD 
3. 	 I feel that I have a number of good qualities. SA A D SD 
4. 	 I am able to do things as well as most other people. SA A D SD 
5. 	 I feel I do not have much to be proud of. SA A D SD 
6. 	 I certainly feel useless at times. SA A D SD 
7. 	 I feel that I'm a person of worth, at least on an equal plane SA A D SD 
with others. 
8. 	 I wish I could have more respect for myself. SA A D SD 
9. 	 All in all, I am inclined to feel that I am a failure. SA A D SD 
10. 	 I take a positive attitude toward myself. SA A D SD 
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AppendixF 
Transcription of Heterosexist Vignette 
Bill O'Reilly says ... 
Bill O'Reilly: I think everybody's got to relax will all of this gay stuff. 
Two months later ... 
Bill O'Reilly: 	We're also going to tell you about urn uh Harry Potter and the gay agenda. 
Apparently that's uh going on. 
the hypocrisy begins. 
Harry Potter: I don't know what happened tonight and I don't know why. 
Bill O'Reilly: 	Also, the gay agenda and Harry Potter. .. If1.K. Rowling wanted to make the 
character gay why didn't she just make the character gay? She'd just make the 
character gay, rather than going to Carnegie Hall in New York? And you were in 
the audience, and announcing that he's gay. I don't get the strategy, is it just 
publicity? She did it to provoke. I think this is a provocateur, this woman is a 
provocateur. .. Now many a parents are worried in America about the gay agenda 
and indoctrination of their children to see homosexuality in a certain way. That 
debate is raging allover the country ... There are millions of Americans who feel 
that the media and the educational system are trying to indoctrinate their children 
to a certain way of life, and that includes parody for homosexuals with 
heterosexuals. And that is what this Rowling thing is all about, because she sells 
so many books, so many kids read it, that she comes out and says, "Oh, 
Dumbledore is gay and that's great," and it's another in the indoctrination thing. 
That's what the belief system is amongst some Americans. (00:20-01:20) 
Dennis Miller: Bill ... I'll be honest with you. I don't think you can indoctrinate a kid into being 
gay. You might indoctrinate him into trying it and going "I guess I'm not gay." 
Bill O'Reilly: 	No, but its tolerance. Yeah, he's not gonna be gay, but its tolerance of it. 
And continues. 
Laura Berman: You'd be okay with the cutest couple heterosexual couple though. 
Bill O'Reilly: I would be because that is the norm of society. See, it's the same gay marriage 
thing. You have a 6% option here. Ah, homosexuals, according to research are 
6% of the population. And, if you were basing ... (1:33-1:43) 
Laura Berman: But since minorities ... 
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Bill O'Reilly: What? 
Laura Berman: But since African Americans are a minority, would you have a problem with an 
African American heterosexual couple as the cutest couple? 
Bill O'Reilly: No because Af...because race race is not conduct. There's a difference between 
who you are and what you do.(1 :50-1 :56) 
And continues. 
Narrator: Is the media celebrating gay culture? Inside Rosie's family cruise ... 
Bill O'Reilly: Back of the book segment tonight. There's no question that some powerful 
forces in American want to mainstream the gay lifestyle, and now you can 
decide whether that's a good or a bad thing because it's a11 on the table. 
(2:05-2: 14) 
Woman: I don't have a problem with this. 
Bill O'Reilly: Even when the main streaming now has become fairly intrusive. 
You know, you look at television or you pick up the newspaper and you know. 
(2: 16-2:25) 
Woman: Is it really intrusive Bill though? 
Bill O'Reilly: To some people. 
"There's a difference between who you are and what you do." "good or bad thing" "parity for 
homosexuals" "gay stuff'... 

Bill O'Reilly: I think everybody's got to relax with all this gay stuff. (2:40-2:43) 

Not feeling relaxed? Go to mediamatters.org/billophobia to take action today. 

